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Abstract 
Providing health care to the uninsured is a growing problem in our country. 
Many different programs have been implemented nationally in an attempt to 
improve access to health care. A critical consideration is who will assume the 
financial responsibility in order to enhance the sustainability of health care 
services. The community at risk needs to evaluate the specific needs of the 
population in order to provide adequate access to care. Once a model of care is 
selected evaluation of services needs to take place. 
The purpose of this dissertation was to evaluate care received in a free 
clinic for patient satisfaction and perceived increased access to health care 
services. The clinic population was the medically underserved residents of a 
western Michigan lakeshore community. 
A community coalition was formed to address the lack of access to health 
care for medically underserved adults in this area. With the help of the local 
community hospital and a large charity organization, a pilot clinic was opened in 
the local health department one evening per week, managed solely by volunteer 
providers, nurses, and social workers. A literature review was completed and the 
evidence showed that the best model of providing care to this population needs 
to be one that incorporates community collaboration and financial sustainability. 
VI 
Data collection tools included a utilization of health care services tool and 
patient satisfaction survey. The data were analyzed and presented to 
stakeholders. 
Overall patient satisfaction was high. Additional observations of the clinic 
were addressed and recommendations to improve the effectiveness of the clinic 
were presented to the clinic director. The evaluation also revealed many other 
unmet needs of this population and community. 
Vll 
Table of Contents 
List of Tables ... ............................................................................................ xi 
List of Figures .............................................................................................. xii 
List of Appendices ........................................................................................ xiii 
CHAPTER 
1 INTRODUCTION ............................................................................ 1 
Background and Significance .................................................... .. 1 
Factors Involved in Access to Health Care .................................. 5 
2 CONCEPTUAL FRAMEWORK ....................................................... 8 
Definition of Access ..................................................................... 8 
Access and Policy ..................................................................... 10 
A Framework for the Study of Access ....................................... 11 
Health Policy ....................................................................... 11 
The Delivery System ........................................................... 11 
Population at Risk ............................................................... 13 
Utilization of Health Care Services ...................................... 13 
Consumer Satisfaction ........................................................ 14 
Formation of an Access Coalition .............................................. 14 
Pilot Clinic ................................................................................. 16 
Future Clinic Implementation and Expansion ..................... 16 
Evaluation of the Clinic ....................................................... 17 
3 LITERATURE REViEW ................................................................ 19 
Mobile Health Clinics ................................................................ 19 
The Family Van ................................................................... 20 
The Governors Wellmobile ................................................. 20 
Radford University MHC ...................................................... 21 
Retainer/Sliding Fee Clinic .................... ................................... 23 
Volunteer Clinic ............ ............................................................ 25 
Free Clinics .............................................................................. 26 
Vlll 
The Good Samaritan Clinic ................................................. 27 
Nurse-Managed Health Centers ............................................... 28 
Academic Nurse-Managed Centers .................................... 31 
The Good Samaritan Nursing Center in Kentucky .......... .... 32 
Development of an Academic Consortium ........................ ....... 34 
Evaluation of Nurse-Managed Health Centers ......................... 35 
Patient Satisfaction .............................................................. 36 
Sustainability ....................................................................... 36 
Cost Analysis ...................................................................... 38 
Outcomes Evaluation and Quality ....................................... 39 
Summary of Models ................................................................. 41 
4 METHODS ................................................................................... 42 
The Access Coalition ................................................................ 42 
Decision for Model of Care ....................................................... 43 
Implementation of the Pilot Clinic ............................................. 44 
The Patient Experience ............................................................ 45 
Clinic Demographics ................................................................ 47 
Outcome Analysis for the Clinic ............................................... 47 
Procedure ......................................................... ... ... ............. 47 
Instruments ......................................................................... 48 
Sample ................................................................................ 49 
5 RESUlTS .................................................................................... 51 
Sample ..................................................................................... 51 
Patient Demographics .............................................................. 51 
Patient Satisfaction ................................................................... 52 
Reason for Visit ....................................................... .. ............... 54 
Provider Distribution ................................................................. 55 
Utilization of Health Care Services ........................................... 55 
Medication Use and Health Insurance ...................................... 56 
Clinic Sample Data ................................................................... 56 
Additional Observations ........................................................... 57 
Clinic Design ....................................................................... 57 
Providers and Staffing ......................................................... 58 
Clinic Systems ..................................................................... 58 
IX 
6 DiSCUSSiON ............................................................................... 60 
Sustainable Clinic Models in the Literature Review .................. 60 
Aday and Andersen Framework and Outcome Indicators ........ 61 
Limitations ................................................................................ 63 
Implications of Results for the Clinic ......................................... 64 
Clinic Design ....................................................................... 65 
Providers and Staffing ......................................................... 66 
Clinic Systems ..................................................................... 66 
Sustainability of the Clinic .... .................................................... 67 
Unmet Needs in the Community .............................................. 68 
The Patient Protections and Affordable Care Act (ACA) .......... 70 
The Effect of the ACA on the Care Model and the Clinic .. ... 71 
The Doctor of Nursing Practice Role ........................................ 72 
Patient and Community Level ... .......................................... 72 
The Microsystem Level ....................................................... 74 
The Macrosystem Level ...................................................... 74 
The Future of the Clinic ... ........................................................ 75 
Conclusion ............................................................................... 76 
APPENDiCES .............................................................................................. 78 
REFERENCES ............................................................................................ 85 
x 
List of Tables 
TABLE 
1 Sample and Sample Demographics ........................................... 52 
xi 
List of Figures 
FIGURE 
1 Diagram of Aday and Andersen's framework for the study of 
access to medical care ................................................................ 12 
2 Patient satisfaction responses related to the clinician 
encounter .................. .................................................................. 53 
3 Patient satisfaction responses related to clinic staff and general 
clinic questions ................................................... ...... ................... 54 
4 Utilization responses related to prevalence of disease ............... 56 
Xli 
List of Appendices 
APPENDIX 
A Permission to Reproduce Aday and Andersen's Framework 
for the Study of Access .............................................................. 78 
B Script for Informed Consent.. ..................................................... 79 
C Human Research Review Committee Approval Letter .............. 80 
D Patient Satisfaction Survey, Revised Edition ............................. 82 
Xlll 
CHAPTER 1 
INTRODUCTION 
Providing health care to the medically underserved is a growing problem 
in our country. The medically underserved represent people of all races and 
ethnicities, genders, ages, and educational levels. Local emergency 
departments (EDs) have become a health care safety net as vulnerable 
populations struggle to get necessary health care. ED visits are substantially 
more expensive than a visit to a primary provider. 
The majority of the medically underserved are not eligible for a federal or 
state funded program like Medicaid due to the strict federal parameters and the 
individual state's requirements. This leaves many Americans without health care 
coverage and the challenge of seeking necessary care in their local ED, often for 
a health crisis that could have been managed with appropriate preventive care. 
Background and Significance 
With 47 million uninsured, the United States is the only high-income 
country in the world that does not have universal health coverage available to its 
citizens (Blewett, 2009). In 2009, the Centers for Disease Control released data 
that more than 15% of Americans were uninsured (Johnson, 2010). The 
numbers of uninsured increases daily as Americans continue to lose jobs or 
cannot afford rising health insurance premiums. The uninsured with chronic 
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conditions are more than four times as likely not to have a usual source of care 
compared with the privately insured and those with Medicaid (Blewett). Across 
all insurance groups, nonelderly adults report needing prescription drugs to treat 
various chronic conditions, but not getting them because of cost (Hoffman & 
Schwartz,2008). Blewett comments about the great disparities in access to care 
for those with low incomes, for those from populations of color, and for those with 
high health care needs in our current system. Additionally, there are significant 
geographic disparities in access between rural and urban areas and between 
states and regions. 
The Institute of Medicine (2003b) estimates: "The aggregate, annualized 
cost of the diminished health and shorter life spans of Americans who lack health 
insurance is between $65 and $130 billion for each year of health insurance 
forgone" (p. 3). And since the underlying health care debate in the United States 
is the question of access to care being a right or a privilege, how do we go about 
providing care to all Americans? 
Affordable access to care has sparked the debate over health care 
coverage in the United States as federal and state leaders attempt to find a 
solution. This solution is not only focused on access, but also on managing the 
rising cost of care within our current health care system. In order to obtain 
equitable access for all citizens there are a number of different health care 
system models. For example, the single-payer, national health service available 
in Great Britain, the social health insurance model available in France, and our 
own multi-payer health care system (Blewett, 2009). All systems have 
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advantages and disadvantages, so deciding on a program has been an ongoing 
challenge for health care policy makers. 
Lack of health insurance has been linked to increased morbidity and 
mortality, decreased access to all health care services, lower use of preventive 
care, delays in seeking necessary care, and an increased rate of hospitalizations 
for exacerbation of problems that could have been managed on an outpatient 
basis (Blewett, 2009). Being uninsured has also been linked to reductions in 
workforce productivity and significant familial and community stressors 
(Silverman, 2008). Medically underserved patients, many with chronic illnesses, 
are flooding the nation's EDs because they cannot afford treatment at a primary 
care provider or the prescription written to manage the condition. This problem is 
exacerbated because people are not scheduling regular follow-up and preventive 
care with a primary care provider ("Creativity is the Key," 2008). 
Over the past nine years, the rate of increase in health insurance 
premiums has dramatically surpassed the rate of inflation and the rate of 
increase in workers' wages, causing a growing pool of underinsured and 
uninsured. It is estimated that 19 million people bear financial burdens for health 
care in excess of 20% of their family income (Silverman, 2008). Those most 
susceptible to financial burdens include some of our most vulnerable populations: 
the poor, people in poor health, the chronically ill, and those who live in rural 
communities. The significance of this lies in the fact that being uninsured results 
, 
in the increased likelihood that a person will go without needed health care 
services, resulting in poorer health outcomes (Silverman). We simply cannot 
3 
afford the risks to the health of this nation and ignore the issue. As a nation, we 
need a plan to provide essential health care to all of our citizens regardless of 
age, income, and race. 
Many communities across the nation have started community coalitions to 
increase health care access and affordability for their populations, but concerns 
have evolved with the types of patients that community initiatives will attract. 
Some worry that such programs will attract people with acute care needs who 
remain enrolled only until their needs are met and then exit until they have 
another short-term need. Others express concern that they will attract 
chronically ill people who remain enrolled as long as they are eligible, but fail to 
take personal responsibility for managing their own health care needs (Taylor, 
Cunningham, & McKenzie, 2006). 
In communities with higher social capital and in which physicians provide 
charity care, the uninsured report having less difficulty obtaining needed care 
(Geletko, Beitsch, Lundberg, & Brooks, 2009). But funding remains a constant 
issue for all communities with the Robert Wood Johnson Foundation Reach Out 
Program and the Kellogg Foundation traditionally the only two foundations that 
support volunteer health programs (Isaacs & Jellinek, 2007). Unfortunately, 
volunteer health clinics face many challenges in providing care to the medically 
underserved due to the growing demand for care, increasing burden of untreated 
chronic diseases, and lack of financial resources to remain open. 
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Factors Involved in Access to Health Care 
According to Norris and Aiken (2006) the defining attributes of access ca 1 
be put into four categories. They are availability, eligibility, amenability, and 
compatibility. The location and convenience of health care services is important 
because transportation and hours of operation can greatly affect an individual's 
ability to receive care. Income and insurance coverage are factors in the 
category of eligibility, as oftentimes the fees associated with adequate health 
care can be too big a burden on an individual and his or her family. In order for 
individuals to navigate the current, complex health system, they need to conside ' 
their health status and be amenable to treatment. Last, the role of the patient-
provider relationship cannot be overlooked as it is pivotal to the compatibility 
component and the degree of culturally competent and sensitive care (Norris & 
Aiken). 
In 2003, the Agency for Healthcare Research and Quality (AHRQ) 
released the National Healthcare Disparities Report (AHRQ, 2003). In this report 
three categories were identified related to access to care. They include: access 
to the healthcare system, structural barriers, and the ability of the provider to 
address patient needs. The complexity of this concept is coupled with Norris and 
Aiken's (2006) attributes of availability, eligibility, amenability, and compatibility. 
Personal access to healthcare can be evaluated using the common outcome 
measures of utilization, satisfaction, and usual source of care, but this would only 
be scratching the surface. Each individual would also need to be evaluated 
based on availability, eligibility, amenability, and compatibility (Norris & Aiken). 
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All four components of the access concept are interrelated and can positively and 
negatively affect each other under the health policy umbrella. 
Despite the fact that the United States is one of the most successful 
countries in the world, we as a nation have failed to provide basic health care 
coverage in order to prevent disease and effectively manage chronic conditions. 
According to Blewett (2009), to achieve universal coverage, people should have 
access to health care regardless of health status and should contribute to the 
costs of the system based on their means. Although there is no clear answer for 
increasing access, the evidence suggests that the burden of this problem has 
been steadily increasing and a solution is mandatory. 
With this background knowledge and history of chronic illness in the 
uninsured population, our country is clearly at a tipping point for change. Many 
different programs have been implemented nationally in an attempt to improve 
access to care including: mobile health clinics, community clinics, volunteer 
clinics, free clinics, retainer/sliding fee clinics, and nurse-managed health 
centers. When planning to open a clinic for the medically underserved many 
factors need to be considered including: geographic location of the site, the 
model of care, and a business plan for long-term funding to maximize the 
potential for increased access to health care and clinic sustainability. 
In order to address the health care needs of the medically underserved 
residents in a western Michigan lakeshore community, an access coalition was 
formed. The purpose of this project was to assist with the development of a 
community clinic, with a focus on improving the management of chronic 
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conditions, increasing patient satisfaction with health care, and utilizing health 
care services effectively. 
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CHAPTER 2 
CONCEPTUALFRAMBNORK 
For decades lawmakers and citizens have argued for programs that 
deliver equitable access to health care. Health care policy makers at the state 
and federal level and consumers both have a vested interest in increasing 
access to quality health care for aU populations. Many factors are important in 
finding a solution to the access issue. Knowledge of the definitions of access 
and the concept of access are critical to understanding the issue and strategies 
for resolution. 
Definition of Access 
Norris and Aiken (2006) in a concept analysis define the attributes of 
access into four categories: availability, eligibility, amenability, and compatibility. 
Furthermore, Aday and Andersen (1974) have thoroughly described a framework 
for the study of access to medical care. By reviewing the framework together 
with health policy aimed at changing the utilization of health care services and 
consumer satisfaction, Aday and Andersen suggest indicators to measure 
access. 
One must also consider how varying degrees of access are associated 
with the level of patient satisfaction with care that is available. Donabedian, 
Wheeler, and Wyszewlanski (1982) discuss a model about the relationship 
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between quality and cost, and how the two variables are independent of each 
other. Clinical efficiency is critical to reducing cost in our society of escalating 
health care expenditures. But consideration of quality, while reducing cost, has 
to be coordinated with strategies of care when caring for the medically 
underserved; otherwise the quality of the care will suffer. 
The interaction of the patient with the practitioner directly relates to the 
perception of quality care (Donabedian, 1993). It is the responsibility of the 
provider to assess, diagnose, and manage any acute or chronic conditions that 
may bring the patient into the clinic. Of equal importance is the involvement of 
the patient in seeking treatment at an appropriate time, providing all necessary 
information, participating in developing and implementing a plan for treatment, 
and maintaining personal accountability to follow the treatment regimen. 
In the literature there are various ways to look at the concept of access. 
Some authors suggest access relates to the characteristics of the population or 
delivery system (Aday & Andersen, 1974). Characteristics of the population may 
include: family income, insurance coverage, and attitudes toward medical care. 
Characteristics of the delivery system can be organization of manpower or 
facilities. According to other sources, access can be measured through 
utilization rates or consumer satisfaction scores (Aday & Andersen). According 
to Bodenheimer (1970) and Freeborn and Greenlick (1973), access can mean 
that the point of entry into the system is well-defined and care is available when 
and where a patient may need it. 
9 
Geographically, services may be available but the distance patients need 
to travel could inhibit them from seeking necessary care. Another factor is the 
patient's willingness to seek care when services are available, and the relation to 
cultural beliefs, knowledge, and attitudes about illness in general (Aday & 
Andersen, 1974). Access to the system can also be limited due to the decrease 
in number and availability of primary care providers in certain areas, leading to 
more patients seeking primary care services in the local emergency department 
(ED). 
All of the above factors are critical to the definition of access, but one must 
also consider if patients who want to get into the system actually do and how the 
system is utilized. In order to assess this factor, some component of utilization 
rates over time within specific populations needs to be measured in conjunction 
with the above factors (Aday & Andersen, 1974). One method is to evaluate 
whether people in need of care receive it and the number of providers and visits 
needed before an illness is treated. 
Access and Policy 
Outcome variables, policy variables, and control variables are three critical 
factors involved with policy research and access to medical care. Here, outcome 
variables are evaluated by whether defined access objectives are attained. 
Policy variables are amenable and manipulable, while control variables are 
nonmanipulable and can affect the outcome variables, but cannot change public 
policy (Aday & Andersen, 1974). 
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A Framework for the Study of Access 
While there are several theoretical approaches to access, the Aday and 
Andersen (1974) framework is the conceptual model selected for this study 
(Figure 1). Permission to reproduce the diagram of the framework was granted 
from the publisher (Appendix A). Since much of health policy has focused on 
access to care, the framework for the study of access proceeds from health 
policy agenda and includes five variables: health policy, characteristics of the 
health care system, characteristics of the population at risk, and the outcomes of 
consumer satisfaction and utilization of health services (Aday & Andersen, 1974). 
Health Policy 
Health policy is in the forefront of the access debate, since issues of 
health care access are most often debated among political figures at the state 
and federal level (Aday & Andersen, 1974). Legislation related to health policy 
directly affects health care access and the level of access for vulnerable 
populations. 
The Delivery System 
According to Aday and Andersen (1974), the delivery system relates to the 
resources and organization needed to provide adequate care. Resources 
include: staff, the location where care is provided, and equipment utilized to 
11 
Characteristics of 
Health Delivery 
System 
Resources 
Volume 
Distribution 
Organization 
Entry 
Structure 
Utilization of 
Health Services 
Type 
Site 
Purpose 
Time Interval 
Health Policy 
Financing 
Education 
Manpower 
Organization 
Characteristics of 
Population at Risk 
Predisposing 
Mutable 
Immutable 
Enabling 
Mutable 
Immutable 
Need 
Perceived 
Evaluated 
Consumer 
Satisfaction 
Convenience 
Costs 
Coordination 
Courtesy 
Information 
Quality 
Figure 1. Diagram of Aday and Andersen's framework for the study of access to medical care. 
Adapted from "A Framework for the Study of Access to Medical Care," by L.A. Aday & R. 
Andersen, 1974, Health Services Research, 9, p. 212. Copyright 1974 by Health 
Services Research. Reprinted with Permission. (Appendix A). 
12 
provide care. Within the definition of resources are volume and distribution of 
medical resources in the area. The path of entry into the system and the 
subsequent treatment process for the patient make up the organization 
component (Aday & Andersen). 
Population at Risk 
Andersen and Newman (1973) describe the characteristics of the 
population at risk as having predisposing, enabling, and need components. Age, 
sex, race, religion, and values regarding health and illness all exist prior to illness 
and affect the patient's motivation to seek care. Resources specific to the 
individual, such as income or insurance coverage, and community characteristics 
are included in the enabling component. Need for care involves the reason for 
seeking care or care that is necessary according to the delivery system in 
relation to the illness level. According to Aday and Andersen (1974) the best way 
to collect the necessary data for the population at risk is to complete a household 
surveyor needs assessment. 
Utilization of Health Care Services 
Type, site, purpose, and time interval are all variables involved in defining 
utilization of health care services. The nature of health care services and who 
provided them, such as hospital or physician, relate to the type. Site refers to 
where the care is received. The purpose of the care is important as it can 
determine what stage the illness is, and whether the patient is seeking preventive 
care, acute care, or custodial care, which is care that serves just the needs of the 
individual and not necessarily an illness, Le. nursing home care. Contact, 
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volume, and continuity measures are the categories associated with time interval. 
Within the time interval, it is important to note whether or not a person makes 
contact with the health care system, the number of visits in a given time, and the 
degree of coordination of medical services associated with an illness treatment 
period, which can have a direct effect on consumer satisfaction (Aday & 
Andersen, 1974). All the elements of utilization of health services are involved 
with the care-seeking process and if one aspect is not met this can cause 
fragmented care and contribute to poor access to the system. 
Consumer Satisfaction 
An important aspect of outcomes management of a health service is the 
measurement of consumer satisfaction. This is best done after a specific 
encounter with the health care system. To evaluate satisfaction, one must 
measure quality and quantity of care provided. Assessing satisfaction outcome 
indicators involves evaluating subjective satisfaction with convenience of care, 
coordination and cost, courtesy shown by providers, information given to the 
patient about the illness, and the judgment of the patient on quality of care (Aday 
& Andersen, 1974). 
Formation of an Access Coalition 
The medically underserved people of this western Michigan lakeshore 
community have limited local access to care owing to the health care delivery 
system and population characteristics. Few providers accept Medicaid and there 
is a high unemployment rate in the area. In addition, even the working class 
often does not have health care coverage available through their employer due to 
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the rising cost of insurance premiums. Management of chronic disease and 
acute illness are often managed in the local ED. In order to alleviate the 
problems associated with primary care services delivered in the ED and improve 
patient satisfaction with health care, an access coalition has been working on a 
plan to open a free clinic for adults without insurance. 
The access coalition began meeting in February of 2009 to address one 
priority: to establish a primary care access site for uninsured and underinsured 
citizens of the county. The forum was sponsored by the county Human Services 
Coordinating Council and was titled the "2009 Access to Health Services 
Planning Forum." Data were used from a 2008 community assessment 
completed by the county health department, and a 2007 survey of area residents 
regarding access to care. The reports showed increasing numbers of uninsured; 
increasing numbers of persons who had not had health care services in the past 
year, e.g., dental and physical exams; and that 6.9% of the population had a 
major depressive disorder. Twenty-six percent of the respondents reported that 
"more should be done" to provide health care for uninsured or underinsured; 21 % 
reported the same for mental health services; and 16% desired more public 
health services such as immunizations. 
With these data, a facilitated discussion was held and a Strength, 
Weaknesses, Opportunities, Threats (SWOT) analysis was explored to identify 
priorities and opportunities for the immediate future. Beginning in November 
2009, the access coalition began meeting with community leaders and volunteers 
to discuss the possibility of opening a free clinic to improve access to health care 
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for the medically underserved. Beginning in January 2010, a doctoral nursing 
student was asked to participate in the planning process. Access coalition 
members include area parish nurses, the community foundation president, 
representatives from the county health department and local community hospital, 
the director of a large, local charitable organization, the director of a nearby free 
clinic, and the director from the county Human Services Coordinating Council. 
A needs assessment was completed in 2010 to specifically address the 
population at risk and local health care needs. The data were compiled and 
analyzed by an epidemiologist with the county health department. The data were 
used to structure the care delivery approach in a way that would improve 
utilization of health care services for the population, and ultimately increase 
access to care. 
Pilot Clinic 
The current pilot clinic is located in the county health department. The 
clinic is only open one evening per week and there is no cost to be seen. 
Currently, this clinic operates with a fairly large pool of volunteer providers 
(physicians and nurse practitioners), registered nurses (RNs), and social 
workers. To date no problems with staffing have been encountered. The biggest 
challenges to date are follow-up care for patients with chronic disease and 
specialist referrals. 
Future Clinic Implementation and Expansion 
The proposed location of the permanent clinic site is centrally located in 
the community and accessible by public transportation. The building is owned by 
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a large charitable organization in the area, which plans to lease the space to the 
clinic. Because a pilot clinic has been in operation for the past 18 months, the 
director of the clinic is familiar with the operations and necessary supplies 
needed to see patients. The hours will vary in order to accommodate varying 
schedules. The clinic will need to be flexible to changes based on experiences 
within the pilot clinic. 
The providers in the clinic ideally will be advanced practice nurses with 
nurse practitioner specialty certification. All providers will obtain credentialing for 
reimbursement through Medicaid, as reimbursement for some services will be 
vital for sustainability and necessary to compensate for free care. A charting 
system will aid a contracted billing service in submitting claims through an 
electronic submission process for reimbursement. 
It is crucial for providers and staff to be passionate about caring for the 
underserved. Other staff will include: receptionists, registered nurses (RNs), 
medical assistants, and social workers, as needed, for coordination of care. A 
primary role for the RN is patient education, including teaching classes to groups 
of patients who suffer from chronic disease and need tools for effective 
management. A social worker will be able to help patients obtain prescription 
medicines and any other resources to aid with their care. 
Evaluation of the Clinic 
Developing and evaluating a clinic is a complex process and it was 
important to consider geography, model of care delivery, and outcomes. With a 
pilot clinic in operation, the individuals facilitating the project expressed an 
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interest in measuring patient satisfaction and utilization of health care services as 
outcome indicators. Using Aday and Andersen's (1974) framework for the study 
of access, survey tools were developed and implemented in the clinic to evaluate 
these outcomes and the effect on perceived access to health care. 
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CHAPTER 3 
LITERATURE REVIEW 
An exhaustive literature review was conducted using the Cumulative Index 
of Nursing and Allied Health Literature, PsyclNFO and MEDLINE with the search 
terms "uninsured," "underinsured," and "medically underserved," paired with 
"access," "access to health care," "models of care," and "community." Search 
results yielded various models of care being used across the country to provide 
health care to this vulnerable population. The models include a mix of funding, 
staffing, access, community, and service-learning models, with most 
communities utilizing some form of the community health center model. The 
following represents an overview of each with advantages and disadvantages 
associated with each clinic model. The overriding issue for all models of care is 
financial sustainability in this age of decreasing reimbursement and declining 
federal and state funds. 
Mobile Health Clinics 
Many organizations have instituted mobile health clinics (MHCs) to serve 
rural and underserved populations. MHCs have emerged as a cost-effective way 
to provide preventive healthcare to America's most vulnerable people because of 
the ability to access difficult-to-reach populations (Oriol et aI., 2009). The vans 
typically offer health screenings, education and counseling, and referrals. The 
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units must adhere to the same standards as any clinic and observe federal safety 
and occupational standards. 
The Family Van 
The Family Van is an MHC that has been operating for over 16 years 
providing medical services to the Boston area. As part of a research initiative, 
Harvard Medical School sought to calculate the return investment on MHC 
services by evaluating annual projected emergency department costs avoided 
plus the value of potential life years saved due to the services provided. This 
provided the researchers with a calculation of the return investment of a typical 
MHC and the annual cost to run a clinic. It was determined that for "every dollar 
invested in funding for this MHC, $36 may be returned in combined ED costs 
avoided, and the value of life years saved" (Oriol et aI., 2009, p. 5). 
The Governor's Wellmobile 
The University of Maryland's School of Nursing developed the Governor's 
Wellmobile in 1994 to increase access to care for the uninsured and provide a 
clinical site for students (Heller & Goldwater, 2004). This is a public-private 
partnership with support from the governor's office and funding by state monies 
and grants. Each of the original four units was purchased for about $200,000 
and consists of an examination room, laboratory, and reception area. Another 
grant was utilized by nursing informatics faculty to install a computer system for 
tracking patient care and managing outcomes data. 
The Wellmobile is staffed by nurse practitioner faculty and provides 
experience to both undergraduate and graduate nursing students. Through 
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providing nursing care to rural and underserved populations, students experience 
first-hand the role nurses playas provider and advocate for this vulnerable 
population that has such limited access to basic health care (Heller & Goldwater, 
2004). Daily operations of the van are managed by a nurse practitioner, driver 
and nurse manager, but faculty, staff, and students are the foundation of 
provided services. The Wellmobile credits local agencies and health care 
institutions with help in sustaining the program. Contributions from various 
private sponsors help with sustainabiJity, including the pharmaceutical company 
Merck and Company, and Crown Central Petroleum who provides gasoline to 
fuel the vehicles. Significant philanthropic support has been vital to the 
Wellmobile's financial stability. 
Heller and Goldwater (2004) state the Maryland General Assembly 
passed legislation in 2000 to provide for long-term sustainability of the program. 
It was estimated in 2007 that the Wellmobile saved $2.7 million annually in 
avoided ED expenses, and provided over $1.5 million in unreimbursed services 
(Wiseman, 2007). But in 2009, the legislature cut funding in half to an operating 
budget of $235,000, causing the University of Maryland to close some of the 
sites associated with the program ("Governor's Wellmobile," 2009). 
Radford University MHC 
Radford University (RU) located in southwestern Virginia has a mobile 
health clinic serving rural Appalachia with a focus on a nurse practice 
arrangement (McDaniel & Strauss, 2006). The Waldron College of Health and 
Human Services staffs a campus health clinic and a mobile health unit with 
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students from the disciplines of nursing, nutrition, communication sciences and 
disorders, social work. and recreation therapy. Developing a nurse practice 
arrangement was the goal of the mobile unit. The mission focuses on education 
of future health professionals and faculty practice while at the same time 
promoting quality of life for underserved people and communities surrounding the 
university. The population surrounding the university is largely Hispanic and 
uninsured. McDaniel and Strauss state that most people are employed in 
manufacturing of furniture. textiles. and clothing. resulting in many suffering from 
asthma and respiratory ailments. The rates of chronic disease such as 
hypertension, diabetes, and heart disease are similar to the rest of the country. 
Before the development of the nurse practice arrangement. a needs 
assessment of the community was conducted by nursing students. Priority 
needs identified included: health screenings. diagnosis and treatment of acute 
illness, counseling services, case management. preventive services, and 
nutrition education (McDaniel & Strauss, 2006). The decision on where to park 
the unit was based on where the residents went to do shopping and laundry, with 
care available two weekdays and one Sunday per month. 
Arranging referrals. care coordination, communication between faculty and 
clinical staff, and filling prescriptions are some of the challenges that this mobile 
health unit has encountered (McDaniel & Strauss. 2006). Many of the clients 
served come to the clinic with significant health issues and need regular follow-
up and often referrals to specialists. Since many are migrant workers they are at 
risk of losing their jobs if they miss work for an appointment. As a solution, the 
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clinic has partnered with area community health centers to offer sliding scale fees 
for the uninsured who cannot make it to the mobile clinic. A prepaid card can be 
used at a local pharmacy by an outreach worker to purchase medications. A full-
time faculty person is in charge of reviewing laboratory and diagnostic results to 
better coordinate care (McDaniel & Strauss). At the time of the article, the RU 
mobile clinic was looking at becoming university versus grant funded to maintain 
financial sustainability. 
Overall mobile health clinics are a successful way to deliver care to the 
underserved, while also providing educational and administrative opportunities 
for baccalaureate and graduate nursing students, and a site for faculty practice. 
MHCs can serve large areas of people and are convenient for those who lack 
transportation to larger cities. But MHCs can experience unforeseen problems 
mechanically and be expensive to repair. They also may not provide all 
necessary services due to limited space and resources. 
Retainer/Sliding Fee Clinic 
Access Assured is a program developed between two academic family 
medicine practices to provide care to the uninsured in Oregon within an existing 
primary care clinic (Saultz et aI., 2010). The program was initially experimental 
and provided primary care to the uninsured using a retainer payment system and 
a sliding fee schedule. Oregon Health and Science University (OHSU) still 
operates the Access Assured program and requires a financial needs 
assessment from patients prior to receiving care, as the fees are based on 
income level. All people requesting to be seen in the clinic need to have health 
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insurance or participate in the Access Assured program, and pay the required 
fees. Members of the Access Assured program are eligible for as many office 
visits as needed and a 24 hour telephone triage system. The fees did not cover 
any other services such as laboratory, referrals, prescriptions, or diagnostic tests 
(Saultz et al.). The cost to participate in the program is $25 per month with 
discounts available for paying six months or a full year in advance. The program 
closely adheres to any ethical guidelines that have been published for programs 
similar to this one. 
After a year data were collected on demographics and revenue. 
Enrollment was about 50 people per month, mostly women and older adults, and 
most had incomes above 400% of the federal poverty level (Saultz et aI., 2010). 
Interestingly, higher frequency visits to the clinic were noted in this population 
since members now had a place to seek care. This relates to the phenomenon 
of increased utilization of the health care system when access to care is 
obtained. 
The retainer-based program that was piloted in Oregon, although it was 
only a short duration, proved to be financially viable. The estimated 
reimbursement from this program was higher than Medicare and Medicaid rates 
per relative value unit (Saultz et aI., 2010). The services offered at these already 
established health clinics were successfully expanded to 600 uninsured people 
who agreed to enroll in Access Assured. The problem with opening a clinic 
similar to this one includes the need to have an existing, operating clinic with 
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established providers. There are no long term data on the financial viability of 
this type of clinic. 
Volunteer Clinic 
In 2005, the Promise Clinic was opened to serve the homeless and 
indigent population of New Brunswick, New Jersey, under a service-learning 
model of care (Jimenez et al., 2008). Medical students from the University of 
Medicine and Dentistry of New Jersey-Robert Wood Johnson Medical School 
founded the Homeless and Indigent Population Outreach Project (HIPHOP) in 
1995 to add a community service component to their education. HIPHOP's 
leadership committee believed that a partnership between the students and 
community to address health care needs would be beneficial for these students 
before they graduate and enter the profession of medicine. The medical 
students created the Promise Clinic in conjunction with Elijah's Promise, an 
organization that helps people with meals, social services, and health screenings 
(Jimenez et al.). 
The clinic is led by a group of volunteer students from each class, which 
helps ensure continuity of care despite the graduation of students. With help 
from faculty advisors, day-to-day operations, budgeting, grant writing, and 
decision making are all responsibilities of the students. Under direct supervision 
by licensed physicians, students provide primary care services to clients from 
Elijah's Promise (Jimenez et aI., 2008). Laboratory tests, prescriptions, and 
vaccinations are provided to patients through grant funding. The clinic is open 
one night per week and operates out of the St. John's Family Health Center, 
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which is supported by Catholic Charities. The most common chief complaints of 
the clientele included: high blood pressure, back pain, well visit, medication 
requests, and headache. The most common diagnoses were hypertension, 
depression, tobacco dependence, eczema, and psoriasis (Jimenez et al.). 
The Promise Clinic and the partnership between the medical school and 
community proved to be beneficial for access to primary care, while at the same 
time educating future physicians about the needs of the community. The 
collaboration of the medical school, the community, and local social services 
organizations provides students an educational opportunity in the benefit of 
partnering with the community and the use of existing resources. 
Free Clinics 
Over 1007 free clinics are known to exist in the United States (Darnell, 
2010). Only 41% of free clinics receive federal funding (Johnson, 2010). 
According to Darnell (2011), free clinics tend to open in areas where the usual 
sources of safety net care are eliminated, but not always in a place of direct 
need. 
The definition of a free health clinic according to Dunn (2009) is "a private, 
community-based healthcare clinic that provides nonchargeable services to 
families of the working poor or retired" (p. 339). In a nationwide survey of free 
clinics done by Darnell (2010), free clinics were defined as: 
being a private, nonprofit organization or program component of a 
nonprofit; providing medical, dental, or mental health services and/or 
medications directly to patients; serving mostly (>50%) uninsured patients; 
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charging no fees or nominal fees of not more than $20; not billing patients, 
denying services, or rescheduling appointments if the patient could not 
pay the requested fee/donation; and not being recognized as a Federally 
Qualified Health Center (FQHC) or Title X family planning clinic. (p. 947) 
Free clinics serve about 1.8 million mostly uninsured patients per year. 
According to the surveys (Darnell, 2010), most of the clinics operate 
independently using rented space, while some clinics own the building. If they 
were classified as an affiliated clinic, most were affiliated with a hospital. Overall 
the free clinics provide a fairly limited range of services, mostly primary care and 
reproductive services. Fifty-four percent of the clinics offer free services while 
others charge a nominal fee. While paid staff members provide care in some 
free clinics, most rely on volunteer licensed health care professionals to operate 
the clinics. The reliance on donations to function greatly inhibits expansion of 
clinics and services (Darnell). 
The Good Samaritan Clinic 
The Good Samaritan Clinic, opened in 1999, is one such free clinic 
located in Tuscaloosa, Alabama. The director is a faculty member at University 
of Alabama Capstone College of Nursing and has many years of experience 
working in public health and with the uninsured. The director knew the difficulties 
associated with a free clinic and was willing to champion the effort, knowing 
finding volunteers and the finances to maintain a free clinic can be difficult. A 
clinic was opened with the help of a local Baptist church and an old donated 
church building. Through donations the building was renovated and became 
27 
incorporated as a nonprofit 501 (c)3 organization called Good Samaritan Services 
of Tuscaloosa (Dunn, 2009). 
Clients travel from several counties to seek care. The clinic is open two 
nights per week with eligibility screenings held one morning per week. Policies 
include no stocking of or providing controlled substances and no treatment of 
Hepatitis C or glaucoma, due to cost of the medications (Dunn, 2009). The initial 
visit is with an RN, physician, and social worker, so it can be time-consuming. 
Every effort is made to obtain any old medical records so services are not 
duplicated. The clinic sees about 3,000 patients per year with an annual budget 
of less than $150,000 (Dunn). 
The majority of the funding for The Good Samaritan Clinic is from the 
Tuscaloosa County Baptist Organization. Local churches, the United Way, 
community and individuals also provide donations. The major barriers for this 
free clinic are not being able to provide the necessary services some patients 
desperately need and maintaining a solid volunteer base. But the successes 
have been attributed to community ownership and involvement (Dunn, 2009). 
Nurse-Managed Health Centers 
As cited by Hansen-Turton (2005), in 2000, the Institute of Medicine (10M) 
found that the health care safety net is not adequately providing care to 
vulnerable populations. The list of core safety net providers included community 
health centers, Federally Qualified Health Centers (FQHCs), public hospitals, 
and local health departments, while the report failed to recognize nurse-managed 
health centers (NMHCs). It is ironic that NMHCs were excluded since they do 
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have a long history of providing quality care to the medically underserved 
(Hansen-Turton). 
NMHCs can be community or academically based. NMHCs partner with 
the communities they serve working to reduce health disparities by focusing on 
health promotion and disease prevention. In a survey done between 2003 and 
2004 by the National Nursing Centers Consortium (NNCC), findings showed that 
NMHCs cut health care costs by treating the uninsured and reducing emergency 
room usage (Hansen-Turton, 2005). Moreover, a study done by Mundinger et al. 
(2000) found that when patients were randomly assigned to a physician or nurse 
practitioner for primary care services there was no difference in outcomes 
between the two groups. 
Several models of NMHCs have evolved including: a primary care model, 
a community health promotion model, a mixed model of primary care and 
community health promotion, and other models serving specific populations, 
such as people with diabetes (Turner & Stanhope, 2008). All of these types of 
centers provide care to the uninsured and underinsured in the communities they 
serve. Creating a NMHC is different from other models in that it is important to 
consider the following: client's perceptions are shaped by contrasting with past 
experiences, quality of care affects personal health care decisions, and the 
NMHC milieu affects perceived effectiveness (Krothe & Clendon, 2006). The 
focus on patient satisfaction and quality of care in NMHCs is a main component 
of the model. 
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According to Krothe and Clendon (2006), a defining characteristic of 
NMHCs is the utilization of a model that fits within the community, while focusing 
on the community and its goals. Including the community in the development of 
the center is important for success and sustainability. By building partnerships 
with the community an environment is created that contributes to effective 
outcomes of the NMHCs. 
High levels of patient satisfaction and quality clinical care are the 
hallmarks of NMHCs and data have been published on these characteristics 
(Barkauskas et aI., 2006). These centers are also known to be safety net 
providers and serve an important role in the communities they serve. In a study 
conducted by Barkauskas et aI., client and service data were collected to develop 
a database for NMHCs. Among responses from 64 centers, half served a 
population of all ages with a focus on primary care. Most settings were open an 
average of 30 hours per week with an annual mean visit volume of 3,000. The 
five most common diagnoses, mostly chronic, were hypertension, diabetes, 
upper respiratory infection, depression, and heart disease. There is limited data 
available on race and ethnicity and tracking of new patient encounters 
(Barkauskas et al.). 
Funding is a major issue facing these centers as they are all not 
considered community health centers (CHCs) or FQHCs and do not receive cost-
based reimbursement (Hansen-Turton, 2005). If they could gain this status then 
they would be able to offset some of the costs incurred with caring for the 
uninsured with money reimbursed through Medicare and Medicaid. In these 
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community-based health care centers some services are also reimbursable by 
Medicare and Medicaid if the services are provided by an advanced practice 
nurse (Hansen-Turton & Miller, 2006). 
Academic Nurse-Managed Centers 
According to the definition written by the American Nurses Association in 
1987, key components of an academic nursing center include: direct access to 
nursing services; diagnosis, treatment, and promotion of health by nurses; client-
centered care; reimbursable services; nurse accountability and responsibility for 
client care; and accountability by the nurse executive (Barger, 2004). Under Title 
VIII of the Public Health Service Act, the availability offederal funding resulted in 
the first nurse practitioner managed clinic (Barger). The early clinics of this era 
do not reflect the operations of centers today because the original centers 
focused more on student education in public health instead of focusing on the 
care of the community. 
Historically, NMHCs are rooted in the communities they serve and are vital 
to the healthcare of the underserved. There are a few studies that have 
evaluated the impact these centers have had on the community. In 2007, Pohl, 
Barkauskas, Benkert, Breer, and Bostrom published a summary of the findings 
from the Michigan Academic Consortium (MAC) after six community focus 
groups met to evaluate the academic nurse-managed centers. Results included: 
adequate patient-centered care, better access to specialists in the larger 
healthcare system, and valued presence in the community. All of these factors 
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are important when demonstrating the impact these centers can have on the 
communities they serve (Pohl et al.). 
With the emergence of the issue of faculty practice in the 1980s, academic 
nurse-managed centers grew in visibility. With a grant from the Robert Wood 
Johnson Foundation, four symposia were funded to focus attention on faculty 
practice (Barger, 2004). With grants available, many universities began 
establishing academic nursing centers but the issue of funding was forefront as 
well as sustainability after funding ceased. Most centers focused on older, 
underserved populations making it financially difficult to sustain practice. 
With the influx of nursing students in the 1990s it became even more 
evident that these nurses needed practice sites within the community. At the 
same time more nurse practitioner students necessitated an increase in clinical 
placements. This led to using nurse practitioner faculty to sustain business 
operations of the centers and the use of the centers as sites for clinical practice 
and education. The 10M (2003a) has been supportive of these centers 
suggesting that academic nursing centers "should be given the resources 
necessary to open their doors to students, clinicians, and faculty from other 
organizations, as well as support for testing alternative approaches to provide 
curricula that integrate core competencies" (p. 9). 
The Good Samaritan Nursing Center in Kentucky 
At the University of Kentucky several of the colleges have a valid interest 
in vulnerable populations that are underserved in the community of Lexington 
surrounding the school. In 1998, the Good Samaritan Nursing Center (GSNC) 
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was formally organized and a community-based nurse practice arrangement was 
established to provide access to care (Turner & Stanhope, 2008). The Center 
was partially funded by the Good Samaritan Foundation. The program is 
designed to assist with the education of baccalaureate level student nurses and 
nurse practitioner students. The main goals of the GSNC are to provide primary 
care services, establish community partnerships, promote school health 
education, and educate nursing students to the community nurse role (Turner & 
Stanhope). The GSNC has focused placement of clinic locations in areas where 
low-income populations reside and provides services in these areas at no cost. 
The GSNC has also developed a comprehensive health education curriculum for 
children and conducted several health fairs in seven Kentucky counties (Turner & 
Stanhope). 
Planning, implementation, and evaluation are ongoing processes in the 
GSNC to achieve the goals and objectives. The model of Veney and Kaluzny 
was used for planning and evaluation of the GSNC (Turner & Stanhope, 2008). 
Multiple needs assessments were conducted to determine if the GSNC was 
feasible and then to evaluate if the design should be continued or changed to 
meet the goals. Also, the impact of the clinic within the community and schools 
was assessed. 
Since the GSNC started as a pilot program for baccalaureate nurses and 
nurse practitioner graduates, it was important not to forget the goal of the 
program in committing to the care of the underserved communities (Turner & 
Stanhope,2008). Progress is monitored by daily staff activity, staff meetings, 
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encounters and resource needs, and an annual report submitted to the Good 
Samaritan Foundation that includes a budget evaluation. Cost analyses assist in 
evaluating the effectiveness of the GSNC. Overall, the success of the GSNC has 
resulted in better attendance at schools, and meeting the goal of Healthy People 
2010 of having a school nurse available for every 750 school children (Turner & 
Stanhope). 
Development of an Academic Consortium 
By developing an academic consortium for nurse-managed primary care 
many opportunities emerge for all centers involved. Resources and creativity 
can be shared and there is power in numbers. The Michigan Academic 
Consortium (MAC) consisted of the University of Michigan, Grand Valley State 
University, Michigan State University, and Wayne State University, and their 
associated nine academic NMHCs. The Michigan Public Health Institute played 
a role in coordinating the evaluation process (Pohl, Bostrom, Talarczyk, & 
Cavanagh,2001). This consortium was a partnership with a shared mission. 
After unsuccessfully applying for various federal funding opportunities, a 
grant was received from the W.K. Kellogg Foundation for $4.4 million dollars over 
four years. With funding, the organization of goals began to take place involving 
four existing centers and four new centers. Since the delivery of care across 
these eight different centers was very diverse, ample opportunities for education 
of undergraduate and graduate nursing students existed (Pohl et aI., 2001). 
The partnership among these four universities was vital to the success of 
all the centers because each shared their struggles and challenges. Each center 
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was unique, served a different population, and was managed differently. All 
struggled with the same challenges of reimbursement, billing, hiring, policies and 
practice guidelines (Pohl et aI., 2001). Sharing knowledge and experiences were 
vital to the success of all the centers. 
Evaluation of Nurse-Managed Health Centers 
Factors that have hindered the success of NMHCs include: insufficient 
plans for transition from grant funding, resistance or invisibility within the 
community, lack of referral sources, abrupt change in payer or service 
population, inadequate reimbursements, and turnover of advanced practice 
nurses (Campbell, 2005). Across all types of NMHCs the most critical factor for 
sustainability is reimbursement for services. Evidence exists that acceptance of 
advanced practice nursing and continued patient satisfaction increase 
sustainability as well. Campbell states that although NMHCs admirably serve 
populations that would not otherwise be served, for viability they must pay careful 
attention to subsidizing care provided to uninsured populations. 
With the importance of NMHCs in the health care system, financial viability 
is a recurrent theme. Mcintosh et al. (2003) discuss the role of a financial 
advisory committee for analyzing financial status of NMHCs, identifying barriers 
to sustainability, and recommending strategies to improve financial performance. 
It was identified that a community-centered approach was crucial for financial 
sustainability of a NMHC as well as education in business strategies for the 
centers. 
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Patient Satisfaction 
Benkert, Barkauskas, Pohl, Tanner, and Nagelkerk (2002) conducted a 
study to evaluate patient satisfaction in the nurse-managed, primary care setting 
within a collaborating consortium because most of the literature revolves around 
patient satisfaction with physician care. Within the ambulatory care setting it has 
been shown that increased patient satisfaction is associated with a patient's 
perception of continuity of care, lower costs, and adherence to advice (Benkert et 
al.). 
A 17 -item questionnaire was developed using several sources and the 
same tool was used in all clinic settings of the MAC. The findings supported 
research that patients are overall highly satisfied with care received in NMHCs. 
Benkert et al. (2002) state patients were most satisfied with, "professional 
courtesy, respect, responsiveness, and listening skills of the nurse practitioner 
and staff' (p. 179). The patient satisfaction tool has been used in various 
settings and has been shown to be effective for assessing patient satisfaction 
with care. 
Sustainability 
In a review of four academic NMHCs, challenges and survival strategies 
were examined over a 10 year period. Utilizing a system theory perspective, 
themes were organized and the nursing center was seen as an entity within the 
systems of the parent organization, the community served, and the sociopolitical 
environment (King, 2008). Key elements to achieve sustainability within these 
themes were to obtain maximum levels of reimbursement, maximize revenue by 
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building a client base with community support and trust, and involvement of other 
departments within the academic institution to increase visibility and value of the 
center. Unfortunately King's study showed that gaining reimbursement from 
Medicaid and commercial payers did not solve the compensation necessary to 
care for the growing number of uninsured. Applying for FQHC or FQHC look-
alike status was identified as a solution for funding issues. 
Many NMHCs have benefited from federal funding through grants by the 
Health Resources and Services Administration (HRSA) Bureau of Health 
Professions, Division of Nursing. Centers funded by HRSA grants are located in 
both rural and urban areas and the support is provided for five years while other 
sources are established (Turkeltaub, 2004). The HRSA Center for Health 
Services Financing and Managed Care has developed a technical assistance 
program to assist centers in obtaining reimbursements in order to improve 
revenues. In addition to improving reimbursement, it is noted that community 
involvement and advertising are important to market the center. The col/ection of 
patient demographic data, patient satisfaction, and outcomes can demonstrate 
the benefit of NMHCs (Turkeltaub). 
In 2004, Barkauskas et al. analyzed data on academic NMHCs and 
published an overview of the findings. Funding sources included university 
contributions, grants, third-party and patient reimbursement and other 
contributions and donations. Commercial plans and public plans covered most 
patients, while the remaining patients cared for in the centers were uninsured. 
Barkauskas et al. (2004) concluded that financial success for the NMHCs is 
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based on well-monitored financial data, efficient coding and billing, numerous 
sources of reimbursement through credentialing Advanced Practice Nurses 
(APNs), and effective contracts. 
Cost Analysis 
Because many NMHCs have difficulty with finances, they are forced to 
close. A cost analysis can provide information on ways to improve sustainability. 
Direct and indirect costs, fixed and variable costs, and opportunity costs are the 
most common types of cost analysis (Vincent, Oakley, Pohl, & Walker, 2000). 
Indirect costs are basic business overhead and direct costs are easy to identify 
and are controlled by the manager. Fixed costs do not fluctuate, while variable 
costs can change according to the number of patients seen. Opportunity costs 
are not money-oriented but are represented in the lost benefit or replacement 
cost incurred by a school of nursing when a faculty member spends time at the 
NMHC. All expenses need to be classified into categories and then a dollar 
value can be assigned. Once all costs are classified and valued, a total can be 
calculated and then divided by number of clients or client visits to determine 
ratios (Vincent et al.). 
Another important aspect of cost analysis in respect to services delivered 
in NMHCs is an annual report to produce data on the operations of the clinic in 
one year increments. Veeser and Mackey (2007) suggest content that should be 
included in the annual report and the many purposes an annual report can serve 
for an organization, similar to a report card. The basic content of an annual 
report include: letter from the director, an overview, performance reporting and 
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accomplishments, financial analysis, and a discussion and analysis section 
(Veeser & Mackey). The annual report gives the center a chance to document 
the progress and services provided to the community. Operating costs and 
operating margins may vary across different NMHCs. 
Outcomes Evaluation and Quality 
Not much has changed over the last couple of decades in regards to 
evaluation and outcomes of NMHCs. An evaluation done by Woog (1981) 
summarizes the key findings about patient satisfaction, quality of care, and cost-
effectiveness in a nurse-managed, family-oriented health care center. Overall 
patients had positive heal~h attitudes, were knowledgeable about their health, 
and played a role in practicing healthy behaviors. They also stated the quality of 
care was average to excellent. Unfortunately, the NMHCs were not found to be 
cost-efficient for a number of reasons that have now been resolved, such as 
unavailability of third party reimbursement (Woog). 
The most recent data available on performance of NMHCs comes from a 
survey done by the Institute for Nursing Centers (INC). Pohl et al. (2010) 
published a report about findings and lessons learned over a three year time 
period using a data set created by the INC. The survey was sent electronically 
as a Word document attachment to all nursing centers listed in the INC directory 
and data were collected from eligible centers. It is noted that the survey was 
very time-consuming, with an average completion time of 12 hours the first year 
which increased to 15 and 16 hours in the following years. As a result of this 
survey, even though it was time intensive, many of the centers adopted methods 
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for collecting data about the care they provide, population served, and financial 
data. Financial data analysis did reveal multiple issues, in that many of the 
centers were operating at a deficit and were being heavily supported by their 
parent institutions, mostly universities (Pohl et aI., 2010). But it is noted that 
financial data are difficult to collect and standardize in this setting due to varying 
levels of reimbursement and the budget of the sharing unit, such as a school of 
nursing. Unfortunately, with the state of the economy, NMHCs will need to 
secure other sources of funding or their future could be compromised. 
The Health Plan Employer Data and Information Set (HEDIS) is another 
way to measure quality in NMHCs. It is used in 90% of the managed care 
market to measure quality in healthcare (Barkauskas, Pohl, Benkert, & Wells, 
2005). There are advantages and disadvantages associated with using HEDIS 
measures for NMHCs. It does provide data for national comparison and focuses 
on consumer assessment of quality. It is more conducive when a large patient 
volume is assessed, and NMHCs typically have a small patient volume. HEDIS 
measures also provide a standardized approach to evaluating NMHCs. In the 
study done by Barkauskas et aI., eight HEDIS measures were assessed: asthma, 
cervical cancer screening, diabetes, depression, hypertension, immunization, 
mammography screening, and smoking. The outcomes were impressive and 
showed the NMHCs included in the study were excellent at chronic disease 
management with outcomes exceeding HEDIS 50th percentiles in asthma, 
diabetes and hypertension management, but fell short in smoking and 
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mammograms. Some of the results may have been skewed due to lack of 
documentation or missing reports in the chart (Barkauskas et al.). 
In looking to the future and considering the impact NMHCs could have on 
the health care safety net, there are many benefits to utilizing NMHCs. Nurse-
managed health centers are safety net providers that can provide a medical 
home to the underserved. But they struggle financially and the need for 
reimbursement is necessary to achieve sustainability. Partnering with the federal 
government and state governments would be a way to enhance the availability of 
safety net providers and reduce health disparities. 
Summary of Models 
When considering all of the models of care being utilized to increase 
access for the medically underserved, the challenge becomes deciding what is 
best for an individual community's needs. While NMHCs provide quality care 
and provide access as safety net providers, they like other models, deal with the 
challenge of financial sustainability. 
The people of this small western Michigan lakeshore community could be 
served by all of these models, but after evaluating the needs of the community, 
the nurse-managed health center model is the best fit to accommodate the needs 
of the medically underserved. In the literature the NMHC model has been shown 
to be the most financially viable of all the models. There are also data supporting 
quality care and high patient satisfaction scores in this setting. 
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CHAPTER 4 
METHODS 
The setting for this project was a small, western Michigan lakeshore 
community with a 2010 population of 10,000 people, compared to a population of 
10 million people in Michigan (U.S. Census Bureau, 2010). Persons living in the 
studied community in 2010 reported to be 95% Caucasian and less than 1 % 
African-American; 53% were female and 47% male. The median household 
annual income was listed as $42,000, compared to $49,000 for the state (U.S. 
Census Bureau). The only source of public transportation is a bus running on 
demand covering a limited area. Hours of operation are between 6:00 a.m. and 
6:00 p.m., Monday through Friday for a minimal fee. 
The Access Coalition 
An access coalition was formed in late 2009 to address the issue of 
access to health care services for the medically underserved residents of this 
small lakeshore community. The coalition consisted of a director, members of 
the local county health department; leaders from the local community hospital; 
representatives from a large, local charity; and various volunteer physicians and 
nurses, mostly from area churches. The director of a neighboring free clinic was 
invited to the meeting to share her experience with operating a free clinic, and 
the clinic's successes and failures. A local university professor with experience 
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in an underserved clinic was asked to join the coalition to offer insight on 
potential models of care to best address the problem of access. 
Initially, a Strengths, Weaknesses, Opportunities, Threats (SWOT) 
analysis was completed. Then a county-wide needs assessment was distributed 
and collected by area churches, a local charity and county health department. 
With these data, the coalition discussed how to best address with limited 
resources the needs of the population. Transportation, hours of operation, and 
location were just a few of the considerations the access coalition needed to 
consider, along with a model of care. The model of care needed to address the 
specific needs of the population using resources available. 
Decision for a Model of Care 
The literature described here about the most effective care delivery model 
for this population was presented to the access coalition. For the success of the 
clinic, an emphasis was placed on financial sustainability. This is an important 
concept for the group to consider even though at this point there seems to be 
many and sufficient avenues for donations and charitable care, and a wealth of 
volunteers. There is limited research on clinics that provide free or discounted 
care that have survived on donations and grants alone; some form of 
reimbursement for services generally needs to be implemented to supplement 
any charitable care and promote sustainability. 
After many meetings to discuss how to open the clinic, the access 
coalition decided on the volunteer clinic model, as this was the easiest way to get 
the clinic operating as soon as possible. It is important to note here that a more 
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permanent location has been purchased by the charity organization, but the 
building needs extensive renovations. 
With sponsorship from the local charity and a grant from the community 
foundation, a pilot clinic was opened in May 2010 in the county health 
department building. An individual with a social work background was named 
director and is paid by the charity, a retired emergency room physician acts as 
medical director, and volunteers from the area assist with staffing the clinic. The 
local community hospital agreed to offer some laboratory tests and imaging 
studies free of charge to patients of the clinic. 
Implementation of the Pilot Clinic 
The clinic is open on Thursday evenings for three hours. Staff includes 
two receptionists, three registered nurses (RNs), one provider, a social worker, 
and the director of the clinic. On the last Thursday of the month, a physical 
therapist is available for patients who have been referred by a provider for an 
appointment. Every other week a diabetes education class is conducted by a 
certified diabetes educator from the community hospital. Each week dinner for 
the volunteers is provided by local restaurants on a rotating basis, while fresh 
fruit and vegetables are available to patients. 
At 4:00 p.m. the sign-up sheet for appointments goes on the door and 
once 14 patients have signed up the sheet is removed. Once the doors open 
each patient is called by the receptionist for verification of age (18 years or 
older), lack of any type of health insurance, and proof of residence in the county. 
Once the information is collected and the reason for the visit is documented, a 
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chart is made and patients wait until the RN takes them back to a room. If 
patients mention any emotional issues or financial hardship, the chart is flagged 
and the social worker connects with these patients to offer assistance if they are 
willing while they are waiting to see the provider. Patient flow and wait times 
depend upon reasons for the visit and the efficiency of the evening's provider. 
The health department allows the clinic to use three exam rooms, an 
office, a storage closet, the lab area, and the front reception area and waiting 
room. The exam rooms are not equipped to see patients for physical exams, so 
the clinic purchased an otoscope, ophthalmoscope, blood pressure cuffs, and a 
thermometer. The clinic uses a locked storage closet for supplies and donated 
medications. The only lab tests performed in the clinic are pregnancy tests, 
random glucose testing, and strep screens. 
The Patient Experience 
Most patients do agree to meet with the social worker prior to seeing the 
provider, giving the clinic an opportunity to connect patients with community 
resources and services aside from what the clinic can offer. This visit also can 
be used to evaluate the psychological health of patients, and if needed the social 
worker can work with the provider on medication management and/or counseling 
referrals. 
With hypertension being a common diagnosis among this population, one 
RN is dedicated to meeting one on one with each patient who is there for a 
hypertension follow-up visit or a new patient with a known diagnosis of 
hypertension. After checking the blood pressure, the RN takes the opportunity to 
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educate the patient on diet and exercise. This is helpful as it takes some of the 
burden off the provider if there are time constraints. Patients can also come to 
the clinic just to see the hypertension RN and are not included in the 14 patient 
limit for the evening. 
The current charting system involves only narrative, written charting, 
including: a list of current medications, pertinent medical history, diagnosis and 
plan of care. Once patients are seen by the provider they are given a discharge 
instruction sheet by the RN. If any laboratory tests, x-rays, or procedures are 
ordered, some of these can be done free of charge at the local community 
hospital. If the physician orders something not on the list, then the director meets 
with the patient and explains the necessary paperwork required by the hospital to 
receive financial assistance. All results are faxed to the clinic director and she 
addresses any concerns with the medical director. 
Every attempt is made by the providers to prescribe generic medications. 
Local pharmacies offer limited antibiotics for free and a $4 monthly co-pay on 
many generic medications. When a brand name drug is necessary or no generic 
exists, the patient is referred to the director and she downloads forms from the 
pharmaceutical company website intended to assist the patient with payment. 
The patient is then referred to the prescription ministry affiliated with the charity 
for assistance in filling out the forms and obtaining the medication. Clinic 
guidelines state that the clinic will not provide prescriptions for controlled 
substances. 
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Clinic Demographics 
Since the clinic opened its doors in May 2010,862 patients have sought 
care in the clinic. The clinic population lives mainly in the city where the clinic is 
located and a nearby town. The clinic only collects and enters data for a 
patient's first visit, so there is no data collection on follow-up visits or number of 
visits per patient. Demographics of clinic users include: 93% Caucasian and less 
than 1 % each African American or Hispanic, 59% female and 41 % male. Median 
annual household income for the clinic users is $14,500. The main reasons for 
seeking care included: acute illness, emotional changes, and blood pressure 
(personal communication, B.C. DeWyn, February 4, 2012). 
Outcome Analysis for the Clinic 
With the clinic in operation for 18 months, the access coalition was 
interested in determining the effectiveness of the clinic and the services provided. 
Using Aday and Andersen's (1974) access to health care framework as a guide, 
the doctoral student developed a survey tool to evaluate patient satisfaction, 
utilization of health care, and management of chronic disease. The clinic enters 
data weekly on new patient demographics only, but so far has not developed a 
method to evaluate patient satisfaction. 
Procedure 
Prior to survey collection, the project proposal, and patient consent form 
and script (Appendix B) were submitted to the university's Human Research 
Review Committee. The project was reviewed under exempt status and 
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approved (Appendix C). The approval was based on no greater than minimal risk 
to research participants using a non-sensitive survey of anonymous, competent 
adults. 
Data collection was completed over 12 weeks. The script was read to 
patients as they exited the clinic for informed consent to complete the survey tool 
in a confidential manner. Only English-speaking patients participated and the 
survey was anonymous and voluntary. It is noted that there were patients who 
refused to participate. Reasons for refusal to complete the survey included: 
waiting too long to be seen and it being too late in the evening, or dependence 
on someone else for transportation. The participants were instructed to place the 
completed survey in a box labeled "Patient Surveys." 
At the end of the survey period, the survey collection box was emptied and 
surveys were coded for data entry and analysis. Data entry and analysis were 
completed using SPSS Version 17.0. Descriptive statistics were completed on 
both the patient satisfaction and utilization tools. Several unsuccessful attempts 
were made to contact the local community hospital to obtain any data related to 
the number of patients seeking care in the ED who were uninsured, to determine 
the clinic's possible impact on this population's use of the ED. All results were 
compared with data collected by the clinic during the same time period. 
Instruments 
To measure patient satisfaction the tool (Appendix D) selected was 
collaboratively developed by the five members of the Michigan Academic 
Consortium (MAC, 2002), of which the Kirkhof College of Nursing at Grand 
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Valley State University was a participating member. Ownership of the original 
instrument is shared by the MAC members. Psychometric data were collected at 
the Grand Valley State University Family Health Center, and other Consortium 
NMHCs (Appendix D). It is a simple survey for assessing the patient's 
perception of the experience at the clinic. The MAC survey tool includes 27 
statements relating to overall satisfaction with the clinic and provider(s). Answer 
choices include: strongly agree, agree, disagree, strongly disagree, and does not 
apply. For the purposes of this study, the tool was revised to remove providers 
who did not provide care in this clinic. 
The original ~AC tool had a high internal consistency (alpha=.88) 
(Benkert et aI., 2002). The Cronbach's alpha value for the survey tool in this data 
collection process was 0.92. List-wise deletion of missing data was conducted 
so that any survey containing data coded "missing" or "does not apply" was not 
considered in the reliability testing. 
Utilization questions were added to the MAC tool that included the 
following: reason for visit, last time the patient saw his or her primary care 
provider, where he or she would normally get care if the clinic was not open, 
known chronic disease, medication use, and type of insurance. This section had 
fill-in-the-blank questions that were often left blank. 
Sample 
According to the data collected by the clinic during the project time period, 
182 total patients were seen, of which 67 were new patients. One could assume 
that some of the returning patients were seeking care for management of chronic 
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disease. The local community hospital was not able to provide any data on any 
decrease in ED visits by the uninsured. 
Of these 67 new patients, 58% were female and 42% were male. 
Ethnicity was listed as 94% Caucasian with the other 6% categorized as Asian, 
Hispanic, and Native American. The most frequently cited reasons for seeking 
care included: acute illness, emotional changes, and blood pressure. 
During this same period satisfaction surveys were collected on 58 of the 
182 total patients seen. Fifty-two percent were female and 48% were male. 
Eighty-six percent were Caucasian, 2% African-American, and 12% listed 
themselves as both Caucasian and African American. A discrepancy is noted 
between the size of sample from which satisfaction data were collected and 
those actually seen in the clinic. This may be accounted for the patients who 
refused to participate in the survey collection. 
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CHAPTER 5 
RESULTS 
The data collected from the satisfaction survey are summarized in this 
chapter. Frequency and other descriptive statistics are presented. Observations 
made during the data collection process are also included. Finally, themes that 
emerged from the data analysis and observations are summarized. 
Sample 
During the survey collection period, a total of 182 patients were seen in 
the clinic, 67 were new patients (B. C. DeWyn, personal communication, 
February 4, 2012). At the end of the survey period, the survey collection box 
contained 58 completed surveys or 32% of the patients seen in the same time 
period. The surveys were then coded for data entry and analysis using Statistical 
Package for the Social Sciences Version 17. Descriptive statistics were 
completed on the patient satisfaction component and frequencies were 
calculated on the utilization data. Results were compared with registration data 
collected by the clinic during the same time period. 
Patient Demographics 
A comparison between the clinic and sample demographics is presented 
in Table 1. In the overall clinic data the ethnicity category mixed/other was 6% of 
the care recipients. In the sample data identified there were 12% in this 
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category. The clinic collected data on patients' zip codes, and the majority 
reported residing in the two nearest zip codes to the clinic (B. C. OeWyn, 
personal communication, February 4, 2012). 
Table 1 
Clinic and Sample Demographics 
Clinic Population Sample 
(2010-2011 ) 
Gender male 43% 47% 
female 57% 53% 
Ethnicity Caucasian 93% 86% 
Afr -American 1% 2% 
Mixed/Other 6% 12% 
Age (average in years) 41 43 
Patient Satisfaction 
Nineteen of the 27 items in the survey related to overall satisfaction with 
the clinic and care provided. The three questions related to the appointment 
process were omitted from data analysis because this clinic does not offer 
appointments. Two surveys included in the data analysis were returned with 
"strongly disagree" in response to all 19 questions. Figure 2 displays the 
responses about patient satisfaction with the clinician encounter. The majority of 
the patient satisfaction responses were high. The highest scores were 
associated with the clinician answering questions, respecting health beliefs, and 
showing overall respect for the patient. Scores were lower for listening to the 
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patient, explaining the disease, the thoroughness of the clinician, and the time 
spent with the clinician. 
4. Clinician 50 (86%) Strongly agree 
answered 6 (10%) • Agree 0(0%) 
questions 2 (3%) Disagree 
11. Clinician 47 (81%) Strongly disagree 
respected my 9 (16%) O~%) health beliefs (3%) 
9. Clinician 9 (16%) 
46 (79%) 
respectful 1 (2%) 
and courteous 2(3%) 
5. Clinician 13 (22%) 
43 (74%) 
listened O~%) tome (3%) 
7. Clinician 13 (22%) 
43 (74%) 
was careful O~%) 
and thorough (3%) 
6. Clinician 42 (72%) 
explained 13 (22%) 1 (2%) 
well 2(3%) 
8. Time with 15 (26%) 
41 (71%) 
clinician O~%) (3%) 
Figure 2. Patient satisfaction responses related to the clinician encounter. Number 
corresponds to item number in the survey. Percentages do not add up to 100% due to 
rounding. 
Responses to questions regarding the clinic staff and general quality of 
the clinic are shown in Figure 3. The majority of the responses were high. In the 
question related to affordable care, 84% strongly agreed. Eighty-four percent 
also felt the office staff was courteous. Eighty-one percent were highly satisfied 
with care and overall quality of the clinic, respectively. Lower response scores 
were given for appointments and treatment equality. Thirteen patients marked 
"does not apply" to question 17, which addressed follow up on tests, treatments, 
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and referrals. Fifteen patients marked "does not apply" for the question about 
handouts being easy to read. 
16. Affordable 
Care 
12. Satisfied 
with care 
14. Overall 
quality of care 
18. Help with 
Care Needed 
8(14%) 
0(0%) 
2 (3%) 
0(0%) 
2 (3%) 
49 (84%) 
15. Treatmen 
equality 
48 (83%) 
19. Appoint-
ments 
47 (81%) 
13. Handouts 
easy to read 
46 (79%) 
43 (74%) Strongly agree 
• Agree 
Disagree 
Strongly disagree 
• Does not apply 
• Missing 
Figure 3. Patient satisfaction responses related to clinic staff and general clinic 
questions. Number corresponds to item number in survey. Percentages do not add up to 
100% due to rounding. 
Reason for Visit 
A discrepancy was noted with the responses on reasons for visit. The 
responses in the satisfaction tool differed from the patient's response to a similar 
question in the utilization tool. In the satisfaction section, data showed four 
patients (7%) presented for a routine/preventive visit, 46 patients (79%) for an 
acute illness, and 13 patients (22%) for a follow-up visit. In the utilization section 
responses were as follows: eight patients (13%) for a preventive/teaching visit, 
39 patients (67%) for an acute illness, and 12 patients (21%) for a follow-up visit. 
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Some patients marked more than one response to these questions explaining 
why the sums are greater than 58. 
Data collection by the clinic on reasons for visit did not begin until 
November 2011, and is only documented on new patients. The survey data 
collection was not comparable to the clinic data collected about the identified 
reasons for visit questions. Data collected by the clinic on reason for visit since 
November 2011 included: 81 % for an acute problem and 19% were either 
unspecified or reasons related to hypertension and/or emotional changes (S. C. 
DeWyn, personal communication, February 12, 2012). 
Provider Distribution 
Twenty-two patients (38%) in the survey collection period saw the nurse 
practitioner, 37 patients (63%) saw the physician, and 1 patient (2%) was there 
for a visit with the social worker. Some respondents marked more than one 
answer in the provider visit section. No specific data related to patient 
satisfaction with the provider who was seen were collected by the clinic for 
comparison. 
Utilization of Health Care Services 
Figure 4 displays the treated diseases identified by the survey sample. 
Hypertension, depression, and high cholesterol are the top three chronic 
diseases for which the survey sample sought treatment. The majority stated the 
"emergency department" (ED) or "nowhere" as an alternative for care if the clinic 
were not available. 
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Hypertension 29 (50%) 
Depression 15 (26%) 
High Cholesterol 12 (21%) 
Diahetes 8 (14%) 
Asthma 6 (10%) 
Cancer 2 (3%) 
Heart Disease 1 (2%) 
Figure 4. Utilization responses related to prevalence of disease. 
Medication Use and Health Insurance 
Thirty-six percent of patients reported taking a prescription or over-the-
counter medication and 36% reported no medications. This is compared to 22% 
who report having been prescribed medication, but do not take any due to cost. 
Six percent did not answer the question. Interestingly, one patient from the 
subsample reported having private insurance, while the remaining 57 patients 
reported no source of insurance. 
Clinic Sample Data 
While the clinic opened in May of 2010, clinic data collection did not begin 
until August of 2010. From the start of the clinic data collection period until the 
end of the survey data collection period, a total of 862 unique patients have been 
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seen. The number of patients seen in follow-up was 441, or about half of the 
unique patients seen (B.C. DeWyn, personal communication, February 4,2012). 
The local community hospital was not able to supply any information related to 
ED visits by the uninsured or reason for visit to determine if there was a 
decreased usage of the ED by the uninsured. In the 2010 Report to the 
Community, the local community hospital states it provided more than $15,000 in 
free lab tests and imaging and 600 free flu vaccines (Annual Report to the 
Community, 2010). 
Additional Observations 
During the period of data collection, additional observations were made 
about the functioning of the clinic as it attempted to provide access and 
satisfactory service to individuals with health care needs and without health 
insurance. These observations fell into three main categories: clinic design, 
provider and other staffing, and clinic systems. 
Clinic Design 
The location of the clinic at the county health department is approximately 
five miles from the city center. The available public transportation does not travel 
to this location or operate during the clinic's hours. The clinic is open from 5:00 
p.m. until 7:30 p.m., only on Thursdays, with no daytime or weekend hours. The 
prescription ministry is on Wednesdays, seven days after a medication is 
prescribed at the clinic. Appointments at the clinic are on a first come first serve 
basis. At 7:30 p.m. or when the list reaches 14 patients the doors are closed. 
There are no appointments available for follow-up visits. The last patients on the 
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list often wait 3-4 hours from the time of signing up to the time they are seen by 
the provider. 
There are needs in the community that have been mentioned within the 
access coalition and by patients that are not being met by the clinic. The clinic 
does not offer complete physical examinations, immunizations, gynecologic 
services, dental care, or mental health services. There is no triage process at 
sign-in to make certain a condition can be seen in the clinic and/or referred 
elsewhere. This has caused a lengthy wait time for a patient who ultimately 
cannot even access a needed service. 
Providers and Staffin~ 
There are 20 volunteer providers, a mix of physicians and nurse 
practitioners (NPs). The amount of experience of the practitioner providing care 
varies, from a newly graduated NP to practicing and retired physicians. 
Depending on comfort level, some providers spent more time with patients and 
needed more assistance from support staff. The support staff consists of 
volunteer registered nurses (RNs), social workers, medical assistants, and some 
without any medical background for the clerical work. The RNs come from many 
different backgrounds in nursing. The staffing mix was not always the most 
efficient for the clinic on a given evening. 
Clinic Systems 
All documentation is completed in paper charts and illegible at times. 
There are no standardized treatment protocols for common diagnoses like 
hypertension and diabetes. There is limited access to specialists who accept 
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referrals from the clinic to see patients who are uninsured. The clinic guidelines 
state that no controlled substance prescriptions are to be given to patients. 
Some providers have made an exception for patients. causing frustration for the 
next provider who does not want to refill a controlled medication for a patient. 
Several main themes emerged during data analysis in relation to patient 
satisfaction and utilization of health services. Themes associated with patient 
satisfaction included: high rates of satisfaction with the provider. clinic staff. and 
clinic function; needs for improvement in the appointment process; and needs for 
improvement in health information or education given to the patient. Themes 
associated with utilization included: disease prevalence. emergency department 
(ED) use or the decision to go without care if the clinic was not available. and 
patients not being able to afford prescribed medications. 
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CHAPTER 6 
DISCUSSION 
Initially, the intent of this project was to conduct a literature review of the 
models of care serving the uninsured, and suggest to the access coalition the 
best model of care to serve the medically underserved population in this specific 
community. When the access coalition decided on a volunteer model, the interest 
shifted to evaluating the clinic in terms of management of chronic disease, 
effective utilization of health care, and patient satisfaction. A summary of the 
viable models, the usefulness of the conceptual model, and the implications of 
the study findings will be presented in this chapter. 
Sustainable Clinic Models in the Literature Review 
The literature review completed on models of care to provide health care 
to the medically underserved found five well-published models of care: mobile 
health clinics (MHCs), retainer/sliding fee clinics, volunteer clinics, free clinics, 
and nurse-managed health centers (NMHCs). Along with these models of care, 
two recurring themes were identified in the literature: financial sustainability and 
patient satisfaction. While most models of care in the literature continue to 
struggle financially, clinics that have remained viable are either affiliated with a 
university or church, collect fees based on a sliding scale, or bill for services. 
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The Governor's Wellmobile, a MHC, is affiliated with the University of 
Maryland School of Nursing. The MHC is a collaboration between the School of 
Nursing and the state of Maryland, using a nurse-managed health care model. 
The Wellmobile has proven to be a vital part of providing preventive and primary 
care to rural and underserved populations, while serving as a clinical site for 
students (University of Maryland School of Nursing, 2012). 
Access Assured has been using a retainer/sliding fee financial model 
since 2008. Patients continue to apply for the program and use the established 
primary care clinics operated by the Oregon Health and Science University's 
Department of Family Medicine. The clinic has been a feasible method of 
providing care to the medically underserved with excellent patient satisfaction 
(Saultz et aI., 2011). 
NMHCs are safety net providers that serve as a medical home to the 
uninsured. Many employ paid providers and bill for services. While NMHCs 
have historically been financially sustainable, some are now struggling due to the 
increasing number of uninsured. Although many NMHCs bill for services, without 
securing other sources of funding, the future of NMHCs could be compromised 
(8arkauskas et aI., 2004). 
Aday and Andersen Framework and Outcome Indicators 
The Aday and Andersen (1974) framework for the study of access was 
selected to guide the evaluation of the clinic's effectiveness within the 
community. Specifically, the framework's outcome indicators, utilization of health 
services and consumer satisfaction, were selected to guide the development of 
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the survey tool. The purpose of the survey tool was to evaluate the patient's 
perception of increased access to health care in the community. 
For the utilization component, data were collected on reason for visit, 
alternative sources of care, insurance coverage, use of medications, current and 
past diagnoses, and the last time the patient sought care in a health care facility. 
The patient satisfaction survey was developed to measure the patient's 
experience with the clinic, staff, and provider. 
The data collected supported the outcome indicators, utilization of health 
services and consumer satisfaction, identified by Aday and Andersen (1974) in 
their framework for access. The utilization tool measured type, site, purpose, 
and time interval. The survey showed patients were seeking care for acute 
problems and chronic disease. Most stated they would have gone to the ED or 
not received health care services if the clinic was not available, and many had 
not been to a primary care provider in over a year. Many admitted to needing to 
take a prescribed medication, but not doing so due to cost. This phenomenon 
shows a fragmentation of care related to lack of access (Aday & Andersen). 
The patient satisfaction tool subjectively measured convenience, costs, 
coordination, courtesy, information, and quality. The data showed patients felt 
respected by the clinician. This is important since respect is often an issue for 
vulnerable populations when seeking health care, and relates to previous 
experiences with the health care system. The perception of lack of respect 
adversely affects the trust vulnerable individuals have with providers within the 
health care system. Results were lowest for time spent with the clinician and the 
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ability of the clinic to schedule appointments, follow-up, and referrals. Overall, 
patients stated the clinic was convenient and cost-effective, the staff and 
providers were respectful and helpful, information given was adequate, and 
overall quality of care was excellent. 
Limitations 
While the patient satisfaction scores were high, there were methodologic 
limitations associated with the project Over the course of the project timeline, 58 
patients completed surveys on patient satisfaction and utilization of health 
services. Although the sample was small, the results of this small sample 
supported a perceived increase in access to health care for the patients at this 
clinic. Methodologic changes could have addressed issues that might have 
increased the sample size, or the completeness of responses to the survey. 
The surveys were only administered by this author. On the days this 
author was not available another individual could have been trained on the 
procedure. Some patients declined to participate in the survey after their visit. 
These tended to be the last few patients of the nig ht who had already waited four 
or more hours to be seen by the provider. By the end of the visit many were 
anxious to leave and some had a ride waiting. Having already spent so much 
time in the clinic, the last patients to be seen did not want to spend any more 
time completing additional paperwork. 
Rarely, there were patients attending the clinic who did not speak English. 
The project was not designed to include non-English speaking patients. It was 
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not stated in the approved research project guidelines that another person could 
translate the script, consent, and survey questions and answers to the patient. 
The design of the survey tools included both checkbox and fill-in-the blank 
responses. When a response required the patient to write an answer, many 
times the question was left blank. Additionally, a few surveys were considered 
illegible when the patient had to hand-write an answer. When a patient marked 
"follow-up visit," on the reason for visit question, there was no method to 
determine if this was a returning patient with a new problem, or if the patient was 
following up for an existing condition. No method was developed to differentiate 
satisfaction scores among the individual providers. 
It was planned that data would be collected from the local community 
hospital emergency department (ED) on number of visits to the ED for 
management of chronic conditions by the uninsured. Data from the ED were not 
available to support a decrease in visits to the ED as a result of the clinic 
presence. 
Implications of Results for the Clinic 
A free clinic with a volunteer model is new to the residents of this 
community. While patients were generally satisfied, additional observations 
made during the survey time period can initiate solutions to improve accessibility 
and effectiveness of the clinic. Clinic design, providers and other staffing, and 
clinic systems were areas identified for process and systems improvement 
strategies. With the clinic open for almost two years, a meeting should take 
place with the clinic director, medical director, and stakeholders, to communicate 
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observations and suggestions for improvement. A thorough reflection about the 
data and challenges will help the group assess the effectiveness of the clinic and 
foci for improvement. 
Clinic Design 
The clinic would be more accessible if hours included one daytime during 
the week and one weekend day per month. Then patients who rely on public 
transportation could use the clinic during daytime hours when the bus is 
operating. A clinic location closer to the city center would enhance access since 
the public transportation can only be used within the city limits. Changing the 
day the clinic is open to the day (Tuesday) before the prescription ministry is 
available would be beneficial for those needing financial assistance for 
prescriptions. This would help patients begin or sustain treatment, thus 
improving chronic disease management. 
The appointment process is challenging for patients who cannot get to the 
clinic right at 4:00 p.m. If patients arrive any later the list typically has already 
reached the maximum of 14 patients for the evening. The last patient to sign in 
can often wait up to four hours to be seen. Data on the number of patients 
turned away each night is only collected on those who come in after the 
appointment sheet has been removed. There are no data on how many 
individuals leave after seeing the sheet is already full or the doors have been 
closed. Collecting data on all who attempt to use the clinic would be helpful in 
determining the unmet needs and how many hours and days the clinic should be 
open. 
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Scheduling follow-up appointments for chronic disease management is 
currently impossible. By adding another provider once monthly, appointments 
could be scheduled in advance and more patients could receive essential follow-
up care. Follow-up phone calls to patients with a new diagnosis of chronic 
disease may aid in better management and adherence to treatment regimen 
when there is limited follow-up with a provider. 
Providers and Staffing 
Most of the volunteer providers have a primary care background, while 
others practice within a specialty and have limited experience with some of the 
conditions seen in the clinic. The scheduling of experienced support staff with 
the less experienced providers would increase efficiency and patient flow. 
Organizing biannual in-services for the volunteers for the purpose of updating 
them on new programs available for the underserved and navigating the complex 
prescription process would ensure patients are utilizing available resources. The 
development of standardized treatment protocols for the common diagnoses 
would enhance consistency of care among providers. 
The surveys were not coded to reflect which provider patients saw for the 
visit. It may be helpful for future evaluation to code the surveys in a manner that 
would reflect which provider was seen, or to examine any trends with specific 
providers or staff. 
Clinic Systems 
Illegible handwriting by providers and staff has created difficulty with 
follow-up visits and following plans of care established during a previous visit. A 
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standardized charting system could ease frustration among staff. Since an 
electronic medical record system is not a feasible option at this time due to cost, 
the development of standard charting forms for the top diagnoses would be more 
cost-effective and efficient. The forms would have more areas with check-box 
charting and limit the amount of handwriting. This would promote continuity of 
care for patients seen by a different provider each visit to the clinic. 
Communication with area specialists by the clinic director describing the 
mission of the clinic could increase the referral base for the clinic. A formal letter 
should be written and sent to all specialists in the area requesting charitable 
services. Last, providers should be held accountable by the medical director to 
the prescription guidelines for controlled substances at all times. 
Sustainability of the Clinic 
The recurring theme of financial sustainability in the literature may 
eventually be a concern for this volunteer model. The clinic was opened quickly 
to serve the growing need for access to care, and a business plan was never put 
into place. While the local charity has taken on the responsibility of managing 
and operating the clinic, the local community hospital is a vital partner and offers 
some laboratory tests and imaging free of charge for clinic patients. In the 2010 
Report to the Community, the local community hospital states it provided more 
than $15,000 in free lab tests and imaging and 600 free flu vaccines ("Annual 
Report to the Community," 2010). Currently, if grants and donations decrease or 
cease, or the county health department no longer offers the space, the clinic 
would be forced to close. Now that the clinic has been operating for almost two 
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years, it is important for a team of experienced clinicians and business people to 
gather to develop a fiscally responsible business plan for the future of the clinic. 
Achieving long-term sustainability involves a model that collects fees for 
services provided. Implementing strategies for reimbursement, such as sliding-
scale fees or accepting and billing Medicaid, have been shown to be successful 
in the literature. Partnering with a university or a religious organization has also 
been supported in the literature. 
Unmet Needs in the Community 
Although the clinic is providing a site for acute medical needs, or acute 
exacerbations of chronic illnesses, there are other unmet needs that should be 
considered so more of the medically underserved can access care. The clinic 
does not offer annual physical exams, immunizations, women's health services, 
dental services, or mental health services. 
Routine annual exams are necessary for early detection and 
management of chronic disease, but the clinic is not designed to serve as a 
primary care site. Patients were able to receive free influenza vaccines this year, 
but are referred to the county health department for any further immunizations. 
Unfortunately, women experiencing any gynecological issues have to be referred 
to the ED or a local gynecologist who sees a limited number of patients free of 
charge in a private practice. 
It is well-known that the medically underserved do not have access to 
dental care, and seek care for acute dental problems in the ED. Even those with 
Medicaid find it challenging to find a dental provider who will provide care. There 
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is a free dental clinic located 20 miles away, but the clinic is inundated with 
clients seeking services and it is very difficult to schedule an appointment. 
With the growing need for mental health services in vulnerable 
populations, the county's community mental health center is overloaded and 
takes very few new patients. While the clinic social worker can provide 
counseling, the role is more to assist patients in obtaining mental health services 
through other available community resources. The patient is then accountable 
for accessing the recommended services. The limited number of mental health 
providers in the area makes it difficult for clinic providers to prescribe any anti-
depressants when there is limited or no follow-up available. 
When considering other needs of vulnerable populations it is of benefit 
that the clinic is associated with a large charity that offers multiple services. 
Patients can be referred to the charity for assistance with transportation, food, 
counseling, housing, prescription aid, employment assistance, and various other 
services. 
Although there are some available resources, the community and the 
clinic should take steps to truly assess the needs of the community. One 
approach would be to redistribute the needs assessment developed by the health 
department and evaluate if there has been any improvement in access to 
services. Surveying local providers could reveal difficulties that primary care 
providers are encountering with access to services within the community for their 
underserved patients. It would be valuable to collect data on the reasons for visit 
on patients who come to the clinic and are not able to be seen. This could be 
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due to availability of appointments or the need for a service not offered. A 
process for collecting data from the local ED on number of visits and reasons for 
visit by the uninsured could aid in decisions regarding hours, location, and 
needed services. 
The Patient Protection and Affordable Care Act (ACA) 
With health care reform being a continuous debate within the government, 
the clinic should consider how the Affordable Care Act (ACA) of 2010 could affect 
the clinic. In 2010, it was estimated that 81 million adults aged 19-64 were 
underinsured or uninsured, furthermore, the cost of care caused 46% of the 
underinsured and 63% of the uninsured to go without care (Schoen, Doty, 
Robertson, & Collins, 2011). When the uninsured become eligible for health 
insurance, they tend to have high insurance premiums due to pre-existing 
unmanaged chronic conditions. In the data analysis conducted by Schoen et aI., 
it was estimated that the ACA could decrease the number of uninsured and 
expand coverage to more than 20 million people. 
The ACA will expand Medicaid coverage to all adults with incomes below 
138% of the federal poverty level. And for those whose incomes fall below 400% 
of the poverty level, a premium tax credit will be issued so they can purchase 
coverage (Sheils & Haught, 2011). However, the real action of implementation is 
the responsibility of individual states, and every state has a different percentage 
of those living in poverty (Brodie, Deane, & Cho, 2011). 
The states expected to have high Medicaid expansions currently have 
weak access to primary care services. Limited access to primary care could be 
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more severe in rural and inner-city areas (Ku, Jones, Shin, Bruen, & Hayes, 
2011). Ku et al. comment on the reality that states with lower primary care 
capacity have high rates of uninsured, which makes the area unattractive to new 
primary care providers. With the Medicaid expansion expected to begin in 2014, 
now is an important time to consider how to increase primary care providers in 
these areas. 
Doctoral and masters prepared nurse practitioners (NPs) are capable of 
assuming the responsibility of increasing access to care for these patients. 
Recently, legislation involving scope of practice for NPs has been debated locally 
and nationally. With more independent scope of practice and prescriptive 
authority for NPs, there will be an increase the available primary care providers 
should the ACA go into effect in 2014. 
The Effect of the ACA on the Care Model and Clinic 
According to Darnell (2011), with the ACA extending Medicaid coverage to 
more than 32 million uninsured adults, the need for free clinics will greatly 
decrease. This would be detrimental for the mission of the clinic since most 
patients may no longer need to seek care in a free clinic, but instead will need a 
primary care site. The clinic can respond to this need by creating a business 
model that includes a billing capacity. The remaining adults who are not covered 
under the ACA could still seek care in the clinic, while sustainability would be 
enhanced with reimbursement strategies. 
It will take time for the community to respond to the implications of the 
ACA and begin increasing primary care sites to accommodate the increase in 
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insured citizens. This clinic has the potential to transform as a provider under the 
ACA and fill the primary care gap. Regardless, it will be important that the clinic 
still be available as a safety net provider for those who continue to have limited or 
no access to health care. 
The Doctor of Nursing Practice Role 
The Doctor of Nursing Practice (DNP) education encompasses a strong 
commitment to improving health care access and improving care delivery. The 
doctorally-prepared clinician exhibits the roles of clinician, leader, educator, 
scholar, innovator, and advocate. While the specific role of the DNP for this 
project was researcher and evaluator, all of the DNP roles are important for 
continued care of this vulnerable population. All these DNP roles can be 
incorporated into Berwick's (2002) chain of effects at the patient and community 
level, the microsystem level, and the macrosystem level, to affect care of the 
medically underserved in similar communities. 
Patient and Community Level 
The medically underserved have unique medical and social needs, 
making quality and accessible care a challenge. The DNP as a leader can 
collaborate with community leaders, care providers, and stakeholders to promote 
sustainability of the clinic to continue providing access to care for the medically 
underserved and those covered under the ACA but unable to obtain a care 
provider. By advocating for the health care of this population, costly visits to the 
ED could be decreased and chronic disease more effectively managed. 
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A doctorally-prepared clinician has extensive knowledge of the literature, 
and translating evidence into practice. Through evidence-based practice, the 
DNP individual or clinician can provide an organized, effective approach to care 
management using minimal available resources. The DNP should stay abreast 
of any changes associated with the implementation of the ACA, and how the 
legislation will affect our nation's most vulnerable. 
The DNP clinician has been educated in advanced practice nursing and 
navigation of the health care system to ensure optimal patient outcomes. The 
DNP clinician realizes the importance of involving the patient in the plan of care 
and inviting all disciplines needed to achieve more effective, cost-efficient, and 
quality care. 
Presently, the pilot clinic is serving the immediate needs for the 
community, but setting long-term goals are necessary to continue the mission of 
increasing access to health care services at the microsystem level. The DNP 
should participate in regular meetings with the coalition and clinic leaders. The 
DNP should continue to conduct periodic evaluations of the clinic and the 
outcome indicators in the Aday and Andersen (1974) framework for the study of 
access. 
The DNP involved with this clinic is the expert on problems with access, 
and can educate clinic staff on effective methods for delivering care. If the 
community eventually opens a permanent clinic, careful attention to the literature 
on successful models of care and lessons learned in the pilot clinic should be 
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considered by the access coalition to promote sustainability and quality care. 
The DNP should also seek a role as part of the steering committee for the clinic. 
The Microsystem Level 
Access is a multidisciplinary issue needing extensive support to initiate 
sustainable change. The DNP should collaborate with community leaders to 
identify strengths and weaknesses in the local health care system. The DNP 
should support and be involved with local and national legislation that will impact 
care of this population at the microsystem level. Development of a business plan 
and grant writing for additional funding are opportunities for the DNP to be 
involved in financial planning for the clinic. If the clinic meets requirements, there 
may be sources of state and federal funding, and the DNP is capable of assisting 
in the complex application process. 
Finally, a DNP involved with this clinic and its population, needs to stay 
current on the literature concerning models of care for the medically underserved 
across the nation. Any new evidence or initiatives on models of care should be 
critically analyzed and, if appropriate, implemented into this setting. It is the 
responsibility of the DNP to consider all avenues for long-term sustainability if the 
clinic is to serve as a community safety net. 
The Macrosystem Level 
The DNP is an advocate for all persons seeking health care services, 
especially the most vulnerable. The DNP should publish and present information 
and outcomes related to this clinic, so it is available for translation into similar 
communities. This is important since there are limited studies on clinics for the 
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medically underserved in the current literature. It is the responsibility of the DNP 
to lobby at the state and federal level for better health care policies and access. 
The DNP can champion or join community and state-wide initiatives to address 
the needs of the specific population, and encourage participation by the 
stakeholders. Policy involvement is the responsibility of the DNP and critical to 
addressing the issue of access for the medically underserved, including a 
working knowledge of how the Patient Protection and Affordable Care Act will 
affect the uninsured in our country. 
The DNP can partiCipate in nursing organizations that are working to 
expand the independent role of the advanced practice nurse. By contacting 
legislators who are involved in health care policy, the DNP can influence 
legislation that affects independent practice and prescriptive authority. 
The Future of the Clinic 
The presence of the clinic in this community demonstrates the need for 
access to care and the commitment of the coalition and volunteers to increasing 
access. Continuous evaluation and implementation of recommendations are 
crucial for the future of the clinic. It is hoped that another individual will 
implement further strategies to increase the likelihood of the clinic sustaining in 
this community, and evaluate the effectiveness of these strategies. Some unmet 
needs have been raised by the coalition, most importantly the lack of affordable 
or charitable dental services in the area and mental health services. Serious 
consideration should be given to these concerns, and any possibility of 
integrating them into the clinic. 
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Conclusion 
Historically, vulnerable populations struggle to obtain needed health care. 
In 2009, Blewett commented on the great disparities in access to care for those 
with low incomes, for those from populations of color, and for those with high 
health care needs in our current system. Furthermore, there is a lack of trust 
among vulnerable populations when encountering the health care system, owing 
to a perceived lack of respect from care providers. It is reassuring the surveys in 
this project showed high satisfaction scores for the providers' respect of the 
clients and their health beliefs. 
With the growing concern both locally and nationally associated with 
providing quality, accessible health care to the medically underserved, many 
models of care have been implemented as solutions. Most models have 
demonstrated difficulty with sustainability. The most successful models include a 
strategy for reimbursement for services to remain financially sustainable. 
The five variables described by Aday and Andersen's (1974) access to 
health care framework are applicable in all health care settings. Health policy 
directly affects the variables: characteristics of the health delivery system and of 
the population at risk. These two variables have a direct effect on the 
framework's outcome indicators of utilization of health services and consumer 
satisfaction. Utilization of health services and consumer satisfaction are affected 
by both the characteristics of the health delivery system and population at risk 
(Aday & Andersen). 
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The purpose of this project was to evaluate access to health care services 
for the medically underserved in a free, volunteer model clinic in a small western 
Michigan lakeshore community. Analysis of the literature and application of the 
access framework served as a guide in the evaluation of this setting. Although 
the evaluation tools showed an overall high rate of consumer satisfaction with the 
clinic and effective utilization of health services in this community, there are still 
many unmet needs in this population and community. 
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APPENDICES 
APPENDIX A 
Permission to Reproduce Aday and Andersen's Framework for the Study of 
Access 
Permission Request .. 
Permission Requests - UK <permissionsuk@wiley.com> Fri, Jan 13, 2012 at 9:30 AM 
Thank you for your email request. 
Permission IS granted for you to use the material requested for your thesis/dissertation subject to the 
usual acknowledgements and on the understanding that you will reapply for permission if you wish to 
distribute or publish your thesis/dissertation commercially. 
. , 
Permission is granted solely for use m conjunction with the thesis, and the article may not be posted 
online separately. 
Any third party material is expressly excluded from this permission. If any material appears within the 
article with credit to another source, authorisation from that source must be obtained. 
Best Wishes 
Verity Butler 
Perr~\lsslOns Assi~tant . . . 
John Wiley & Sons Ltd. 
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APPENDIXB 
Script for Informed Consent 
Script for Informed Consent: 
Hello, my name is , and I am inviting you to complete a survey to 
share your experiences during your visit at the clinic. The Kirkhof College 
of Nursing at Grand Valley State University is conducting this brief survey 
to ask you questions about your health and healthcare visits. 
This survey is completely confidential and anonymous, so please do not 
write your name on the survey. If you wish to be contacted by someone 
from the health center you may take one of these cards (offer plain 3 X 5 
index card) write your question, name and phone number and place it in 
the box. 
You are free to choose not to participate or to stop answering the survey 
at any time. This choice will not affect the care you receive at the clinic. 
When we have studied all of the information we will gather it altogether so 
that the individual answers are grouped. Results of the surveys may be 
shared with others but individual responses will remain anonymous. Data 
will be stored in password-protected files in a secure location at the 
Kirkhof College of Nursing at Grand Valley State University for three 
years. 
The information that we collect will help us to determine ways to improve 
the services based on the needs of the patients. Please be as honest as 
possible when answering the questions. There is a space at the end of 
the survey to add any comments that you feel are important. 
When you are finished with the survey put it in this envelope, and place it 
in this locked box. 
This EXEMPT research protocol has been approved by the Human Research 
Review Committee at Grand Valley State University. File No. 12-26-H. 
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APPENDIXC 
Human Research Review Committee Approval Letter 
DATE: 
TO: 
FROM: 
STUDY TITLE: 
REFERENCE #: 
SUBMISSION TYPE: 
ACTION: 
EFFECTIVE DATE: 
REVIEW TYPE: 
@ 
GRAND VALI...EY 
STATEUNIvERSlTY. 
www.gvsu.edu 
September 15,2011 
Emily Quiney, RN, MSN 
Grand VaHey State University Human Research Review Committee 
[261546-1] Improving Access to Health Care Services for the Medically 
Underserved Residents of Northem Ottawa County, Michigan (working title) 
12-26-H 
New Project 
APPROVED 
September 15, 2011 
Exempt Review 
Thank you for your submission of materials for this research study. The Human Research Review 
Committee has reviewed your submission and approved your research plan application under Exempt 
review, category 101(b)(2); non-eensitive surveys of anonymous, competent adults. This approval 
is based on no greater than minimal risk to research participants. All research must be conducted in 
accordance with this approved submission. 
Please insert the following sentence into your information/consent documents as appropriate. All 
project materials produced for participants or the public must contain this Information. 
This EXEMPT research protoCol has been approved by the Human Research Review 
Committee at Grand Valley Slate University. File No. 12·28-H. 
Exempt protocols do not require formal renewal. However, we do confirm on an annual basis that the 
research continues to meet the criteria for exemption and that there have been no significant changes 
in activity or key personnel. By September 15,2012, please complete the brief Continuing Review 
Application Form, available in your IRBNet Project Designer, or from our website, www.gvsu.edulhrrc, 
and submit this form via IRBNel. 
Once study enrollment and data analysis have been concluded, please complete the Closed Protocol 
Reporting Form on our website, and upload a saved copy to IRBNel 
This project remains subject to the research ethics standards of HRRC policies and procedures pertaining 
to exempt studies. 
. . 
Please note the follOwing in order to comply with federal regulations and HRRC policy: 
1. Any revision to previously approved materials must be approved by this office prior to initiation. 
Please use the Change ;n Protocol forms for this procedure. This includes, but is not limited to, 
changes in key personnel, study location, participant selection process, etc. 
2. All UNEXPECTED PROBLEMS and SERIOUS ADVERSE EVENTS to participants or other parties 
affected by the research must be reported to this office within two days of the event occurrence. 
Please use the UP/SAE Report form. 
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3. All instances of non-compliance or complaints regarding this study must be reported to this office in 
a timely manner. There are no specific forms for this report type. 
If you have any questions, please contact the HRRC Office, Monday through Thursday, at (616) 331-3197 
or hrrc@gvsu.edu. The office observes all university holidays, and does not process applications during 
exam week or between academic terms. Please include your study title and reference number in all 
correspondence with this office. 
cc: 
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APPENDIXD 
Patient Satisfaction Survey, Revised Edition 
REFERENCES 
Patient Satisfaction Survey, Revised Edition 
The clinic would like to know how well we served you at your visit today. Please tell us how much you agree 
or disagree with these statements and check only one box for each statement. 
NOTE: The clinician is the person who saw you at the clinic today (the nurse practitioner, the physician, the 
social worker). 
Date: __ ,__ ,__ 
Mark one box in each line. Strongly Disagree Strongly Doesn't Agree Agree Disagree Apply 
1. It was easy to make contact 0 0 0 0 0 with the clinic by phone. 
2. The person on the clinic 0 0 0 0 0 phone was very helpfU. 
3. The clinio staff returned 
phone calls as soon as 0 0 0 0 0 
possible. 
4. The clinician answered my 
questions in a way I 0 0 0 0 
could understand. 
5. The clinician listened 
carefully to what I had to 0 0 0 0 
say. 
6. The clinician explained 
problems and treatments 0 0 0 0 
clearly. 
7. The clinician was careful and 0 0 0 0 thorough. 
8. I am satisfied with the 
amount of time the 0 0 0 0 clinician spent with me 
during my visit. 
9. The clinician showed me 0 0 0 0 respect and courtesy. 
10. The office staff showed me 0 0 0 0 respect and courtesy. 
11 . The clinician considered my 
beliefs about health and 0 0 0 0 
healing. 
12. I was satisfied with the care 0 0 0 0 I received at the clinic. 
13. The handouts that I 
received were easy to 0 0 0 0 0 
read and follow. 
14. The overall quality of care I 
received at the clinic was 0 0 0 0 
good. 
15 I am treated the same as 
other people who get 0 0 0 0 care here. 
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(Mark one box in each line.) Strongly Disagree I\gree Agree 
16. The clinic works with me to 0 0 0 make care affordable. 
17. The clinic follows up on my 
tests, treatments, and 0 0 0 
referrals. 
18. The clinic helps me get the 0 0 0 health care I need. 
19. I can get an appointment 0 0 0 when I need it. 
Definitely Probably Probably 
Yes Yes 
20. I would tell a relative or 0 0 friend to use this clinic 
21 . I will probably use this clinic 0 0 again 
22. Main reason for visit: 
Routine 
Checkup 
(Please check only one response.) o 
23. Whom did you see 
today? 
12 •. Your 
gender: 
Male 
o 
Nurse 
Practitioner 
o 
Female 
o 
25. RacelEthnicity (check all that apply) 
o White 
o Black/African American 
o American Indian/Native Alaskan 
o Asian 
o Native Hawaiian/Pacific Islander 
o Hispanic 
26. Age: __ _ 
Physician 
o 
Not 
0 
0 
Illness or 
Injury 
o 
Social 
Worker 
o 
Strongly 
Disagree 
0 
0 
0 
0 
Definitely 
Not 
0 
0 
Follow-up 
Visit 
o 
27. Do you have any additional comments about the clinic or your visit here today? 
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Doesn't 
Apply 
0 
Utilization of Health Care Services Tool 
1) What type of service did you come to the clinic for today? 
o Preventive visit 
o Treatment of acute problem 
o Teaching visit 
o Follow-up visit 
2) Where would you have gone if you could not receive care here in the 
clinic? 
o 
3) How long ago was your last visit with your primary care provider? 
o In the last year 
o In the last 6 months 
o I n the last 3 months 
o Never 
4) Where else do you go for your health care? 
o 
5) Has your health care provider ever told you that you have any of the 
following? 
o Hypertension/high blood pressure 
o Diabetes/high blood sugar 
o Depression 
o High cholesterol 
o Asthma 
o Heart disease 
o Cancer 
6) Do you take any prescription or over-the-counter medications? 
o Yes, please list _____________ _ 
o No 
o I would but cannot afford the prescription or over-the-counter 
medication 
7) Do you have any health insurance coverage? 
o Medicaid 
o Medicare 
o Private insurance 
o None 
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